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THE STATUS OF THE CLINICAL PSYCHOLOGIST* 
HAROLD J. FINE 


Veterans Administration, Bridgeport, Connecticut 


Clinical psychology has reached a stage which is similar to the sexual! enlighten- 
ment of children by liberal parents. After such enlightenment, the children know 
something they did not know before, but they make no use of the new knowledge 
imparted to them. They are by no means ready to sacrifice those sexual theories 
and myths about the part played by the stork, about the nature of how children are 
born, etc., which may be said to be a part of natural growth. For a long time after 
they have been informed on these subjects they behave like pre-literate tribes who 
have had Christianity thrust upon them and continue in secret to worship their old 
idols. 

In a similar way, clinical psychologists worship old shibboleths and slogans and 
ways of professional life that are not real. When reality is thrust upon them, many 
times they are unable to cope with it; they pass the buck, look at their growth, and 
say that by evolution it will be different if they are virtuous and patient, i.e., time 
will aid and abet the development of the profession of clinical psychology. For truly, 
between the ideal and reality of clinical training, between the ideal and reality of how 
clinicians function, between the ideal and fantasy of status images, fall many shad- 
ows. In other words, we are not all that we’re cracked up to be and it’s about time 
we were a bit honest with ourselves and if we felt it worthwhile, start moving in the 
direction of the stated ideal. This paper will deal with our smugness or what is con- 
ceived to be our smugness on the levels of interprofessional relations, public images, 
power strivings, research pose, and briefly touch upon the sociology of mental health 
All the above subjects are problems with which clinicians are inextricably bound up, 
and which, in no small measure, results in our smugness and our identity diffusion 

Let us take our status or our image. It is an ambiguous one—one where smug- 
ness may cover up a multitude of weaknesses. Our code of ethics, but more particu- 
larly the slogans of our official bodies have seduced us in the belief that we are an 
independent profession. Operationally, with the exception of the realm of private 
practice in large metropolitan areas, we are an ancilliary adjunctive group in hos- 
pitals and clinics and particularly in communities where we function primarily in 
service functions. How is this reflected? No doubt, it is reflected in salary schedules 
in clinics between a seasoned senior clinical psychologist and a new psychiatrist who 
has just completed his residency. In one community for example, there is a Child 
Guidance Clinic with an executive psychiatrist who receives somewhat close to 
$20,000.00 a year, and a chief psychologist with a Ph.D., and who must have had a 
personal analysis successfully completed, receives over $7,500.00. A new psychiatrist 
at this clinic with little, if any, child experience receives $14,000.00 a year. Strangely 
enough, this is one of the better-paying clinics in the Northeast. 

The following two incidents may serve as a further example of this point of view. 
A dormitory suburban area wished to set up a new clinic for children. The political 
and social forces being what they are, a medical advisory board set the job functions, 


*CorepiToR’s INTRODUCTION: The reason for this symposium is the discussion at APA conventions 
and other meetings about where clinical psychologists stand as a group. In these discussions there 
has been noted a sense of alienation, a degree of dissatisfaction and a sense of estrangement from the 
organized ideology of our profession. These feelings have made themselves felt in recent meetings and 
communications within the Division of Clinical Psychology. Dr. E. L. Kelly, in writing about a 
questionnaire that was sent to all members of the division, stated: “It is clear that division 12 has 
failed to function in a manner which meets the felt needs of large segments of its members. The 
division has also not attracted and incorporated within its membership the majority of psychologists 
now functioning as psychologists’. The papers herein are statements by four clinical psychologists 
about some major issues concerning the field. 

HaRo.p J. FINE 
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descriptions and salary schedules for the psychologists. It is irrelevant whether this 
is a right or a wrong procedure—only we cannot claim ourselves an independent pro- 
when job functions ard stipends are determined by another professional 

In a similar way, a large community wished to survey its health resources and 

its needs would be over the next 15 to 20 years. The American Public Health 

was called in to guide and construct this survey. One part was devoted 

» mental health needs of the community but at no time were the four psycholo- 


community. On the basis of these surveys, plans were made for the eventual map- 
ping of psychiatric wings to two community hospitals as well as providing expanded 
out-patient service. Once again, neither were individual psychologists, a state asso- 

iation or the APA for that matter brought into this, nor will they ever be as long as 
our presence is ignored or neglected. What could this all reflect besides anxiety about 
a common middle-class problem of ours—our status picture? 

It seems that it reflects that within the politics, power and sociology of the 
mental health disciplines we may be a somewhat unrecognized group by the public. 
One can say one of the reasons is that we are too young yet to be noticed. Perhaps 
we have concerned ourselves with important affairs and yet, at the same time, with 
loads of obsessive trivialities. In spite of what seems a phenomenal growth as a dis- 
‘ipline, we have made many mistakes and in some of these mistakes, we have trapped 
ourselves in our own image and, hence, been seduced by it. By our slogans and by 
our illusions, we are an independent professional group but, operationally, it seems 
this is not the case in most of the communities of the United States. 

Apparently, one half of us are not satisfied with their professional lot in life, 
according to Kelly and Goldberg What significance this has may be question- 
able, because there are few figures on the degree of satisfaction from other pro- 
fessions. Rather than on a comparative basis, but in human terms, it is a tragic waste 
of energy when 50% of a professional group would rather be in another field, if they 
had the opportunity. No doubt, this kind of ‘‘Weltschmerz’’ robs a clinician of 
moti: ation for work and probably prevents him from functioning more adequately 
with his clients, patients and research problems. If close to one-half of the clinicians 
are dissatisfied, what can we say of the wasted years of training and commitment toa 
profession? Surely, there must be something jaded and tired about this or perhaps 
are we, as a group, more neurotic than others? Kelly and Goldberg point out that 
the median research productivity for their sample is zero and implicitly interpret 
that there is something wrong about the kind of people that enter clinical psychology. 
An alternate hypothesis could be that this dissatisfaction reflects the kind of medi- 
ocre training clinicians underwent. Training programs at many universities are still 
largely inadequate with poorly trained clinicians running them who, themselves, 
have had a bare minimum of clinical skills and training and experience. What right 
do we have to proclaim our maturity when our training, many times, is unrelated to 
the types of service or research positions that a clinician may seek or want? 

What are the true merits of research endeavors in clinical psychology? Perhaps a 
portion of our published research is nitpicking—the result of striving to extend our 
list of publications, for particularly in academic life, it is the way of advancement. 
What merit is given to a skilled and talented therapist or diagnostician who would 
provide services or training and supervision at service centers? In what psychological 
journals can personal document research be published, such as case studies. Where 
can an exchange of ideas in the realm of clinical theory be published in psychology 
journals? 

How honest are we in requesting grants from the several mental health founda- 
tions and governmental agencies? Surely, in some way, has not this kind of research 
grant become a new kind of gamesmanship? Some psychologists are more interested 
in the prestige of the grant than the research itself. How many clinical empires have 
been founded on research grants and provided employment for a clutch of graduate 
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students, where, in essence, the study in question may be dressed in its potemkin 
facade of keen methodology and design but of little clinical significance. If, and 
when, we do operate this way, do we not essentially train our graduate students to 
become promoters instead of scientists and clinicians? . 

The frustrations of career and poor morale, the difference between our public 
image and our secret private assessment of ourselves as a group, may account for the 
morale factors and dissatisfaction. linical 
chologists provide little incentive or challenge but constantly offer promises never 
delivered and rationalizes its own rear-guard activities. Clinicians are faced with a 
striking difference between their own propaganda and the realities of a profession; 
between career and job stagnation and involvement in other pursuits; between the 
candor and honesty reserved for the mirror and a little circle of intimates and the 
belief systems that gloss over training and service faults. Faced with such conditions 
which are only treated surface-wise here, it is not surprising that a fair number of 
clinicians prefer to withdraw partially from the field and still others who feel power- 
less to change their internal dissatisfactions and external realities have chosen the 
role of inner emigration, retreating from social and professional responsibilities into 
too exquisite a concern with their very private world and interests. Still others who 
are intelligent enough to be concerned with the anxieties of our field have escaped 
into cynicism, and find a way of functioning in expertise, selling their training and 
clinical birthright to the highest bidder in the market place. Even tough cynics be- 
tray buried ideals if they could only regain a sense of purpose. 

Of course, many of the issues touched upon here transcend our profession and 
reflect part of the many problems of the larger society. But too many of us have 4 
market orientation, be it in research, career aggrandizement or in the realm of pri- 
vate practice. One can easily, if one wants to, blame the first generation of clinicians 
for some of the problems that beset us or even look upon us anthropologically as one 
more marginal sub-culture of our modern society. Perhaps, in a headlong rush for 
professional identity, the first generation fenced us in with premature guild restric- 
tions that have stifled experimentation and clinical flowering. In a premature and 
precocious attempt at maturity before we could sharpen skills, discard shopworn 
training programs, and vitalize our identity, or even as you will, go through an 
identity crisis, we lusted after respectability with certification, diplomate examina- 
tions, restrictions, program acccreditation, etc. Whether we were ready for this is a 
moot point. The undercurrent of dissatisfaction may have also contributed to a loss 
of exceptionally talented individuals who might have otherwise entered or stayed in 
this field. The first generation had the role of clinicians thrust upon them. The 
second generation essentially received mediocre training and sometimes literally 
grasped training opportunities wherever they might have been. Of course, there are 
many positive things about us, but the theme of this paper suggests that smugness 
has been used defensively to hide shortcomings. 

The stir and comments heard indicate that the profession may be on the brink 
of reform or stagnation and which way we go as a profession cannot be solved only 
by Miami conferences chaired by the first generation. Vitalization can come about 
by a searching definition of our function, by a complete reformulation of our training 
programs and internships and by bold, daring experimentation with new conceptual 
models in mental health and clinical psychology, and by positive social action even, 
at times, constructive militancy so that we may get for ourselves a stable identity or, 
at least, work for it. Erikson in his discussion of identity stated, ‘(Having a personal 
identity is based on two simultaneous observations: the immediate perception of 
one’s self-sameness and continuity in time; and a simultaneous perception of the fact 
that others recognize one’s sameness and continuity. Ego identity concerns more 
than the mere fact of existence, as conveyed by personal identity; it is the ego quality 
of this existence. Ego identity, then, in its subjective aspect, is the awareness of the 
fact that there is a self-sameness and continuity to the ego synthesizing methods and 
that these methods are effective in safeguarding the sameness and continuity of one’s 
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meaning for others.”’“:! It would seem that the above quotation is also true for 
one’s professional identity. 

\s an example in helping us to achieve a more harmonious identity, it is prob- 
ibly one of the responsibilities of clinical psychology as well as for other professions 
to try to get rid of some of the ‘‘hokum”’ in the whole field of mental health. Toa 
imited extent, there is deceit and distorted propaganda about mental health and 
mental health education. We have let hucksters in, or become hucksters, ourselves. 
Mental health is not something we really know too much about. It is the responsi- 
bility of our group to find out what it is before trying to sell the public on a crash 
idjustment program. It seems, also, we have some responsibility to be aware, at 
least, of the degree to which complaints about boredom, moral emptiness and cultural 
mediocrity of much of contemporary life has affected the emotional health of people. 
Lastly, there is amongst us a restlessness or thirst for further challenge and opportun- 
itv. Restlessness can be harnessed to creativity or peter out into endless bull sessions. 
Most of us are acquainted with the restlessness and dissatisfaction—many times it is 
solely an internal problem but often it is a combination of our marginal status and 
frustrations with which we feel powerless to change and this contributes to a sense of 
alienation 

A beginning, perhaps only a very partial solution, would be further training for 
senior clinicians of the second generation and beyond. The numerous clauses and 
(juota systems of some training institutes cannot provide this training in terms of the 
number who seek it and may be qualified amongst clinicians. Our own permanent 
post-doctoral training institutes divorced from the traditional setting of the uni- 
versity or medical centers might be attempted. If individuals in the profession are 
not given opportunities for further training, then dissatisfaction and stagnation will 
probably increase. There are those amongst us who have received intensive training 

these people could form a nucleus to train their colleagues. At present, individuals 
who have had further training sometimes tend to lose their professional identity as 
clinical psychologists 

Perhaps we need to be more experimental, not only in training programs and 
ways of professional life—but also need to find out more effective ways of recruiting 
able people into the field. Areas have been surveyed in this paper where our public 
smugness was too apparent and perhaps the third or fourth generation will reach a 
professional maturity and identity without resorting to the sometimes illusory 
picture we now have 

{EFERENCES 
l Erikson, E. H. Identity and the life cycle. Psychol Issues, 1959, 1, 18-165. 
2. Freup,S. Collected papers. London: The Hogarth Press, 1953, 5 Vols. (Vol. 5, XXX). 
3. Wenry, E. L. and GoupsBere, L. R. Correlates of later performance and specialization in 
psychology. Psychol. Monogr., 1959, 73, No. 14 (Whole No. 482). 


CLINICAL TRAINING AND UNIVERSITY RESPONSIBILITY! 
CARL N. ZIMET 


Yale University 


Clinical psychology is today involved in two major struggles. The one that is 
most public, most affect-laden and most anxiety-arousing is the strife with organized 
psychiatry. This highly critical issue will be disregarded here, because, although 
psychiatry has the power to be an harassment, causing us to become conscious over 
differences in income, power and status, clinical psychology has progressed to a point 
that there is no need to fear its collapse as a result of attacks from that quarter aimed 
at placing psychology in the role of an ancillary group. While relations with medicine 

‘A modified version of this paper was presented at the 1960 annual meetings of the American 
Psychological Association, Chicago, Illinois 
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will continue to be difficult, more and more psychologists are entering into some type 
of clinical practice. It can only be hoped that this struggle will be resolved in the 
public interest. 

The primary, but more covert issue, is the intraprofessional conflict between the 
academic and applied, the researcher and the clinician, the university man and the 
practitioner. The differences in attitudes between these two groups appear to pervade 
almost every issue whether it is state certification, public relations, standards for 
practice, professional liability insurance, the non-Ph.D. clinician or the training of 
the graduate student 

It is not necessary to review extensively the development of psychology in this 
country or to discuss the history of the schism between applied and academic fields. 
The history of clinical psychology, although it has existed for fifty years, is of major 
significance only in its post-war development. There is no question about the fact 
that psychology has forged ahead rapidly. The 1960 directory lists 18,215 APA mem- 
bers, of which close to 10,000 are probably involved in some type of applied work. 
In fact the title of this symposium implies that the usual concept of generation as be- 
ing a 33 year span has been halved. Sixteen years is hardly an adequate period to 
emerge into maturity. But the question is whether clinical psychology will ever 
come of age or whether the intraprofessional pressures will stunt or radically reshape 
the clinical field. The details of the influence of military service on the development 
of clinical psychology will be bypassed here, but it is of some importance that Britt 
and Morgan“? found a very strong expression of interest on the part of psychologists 
in the armed forces for further post-war graduate training in the applied fields. 
Whether or not these psychologists in uniform got more training, Andrews and 
Dreese 4) found that three times as many were engaged in clinical work after the 
war as had done so before. The need for clinical training programs within universities 
was clearly established and a number of schools went about setting up such curricula. 

With such a step the universities that agreed to participate in these training 
programs took upon themselves the responsibility for training graduate students in 
clinical psychology. After having initiated such programs, some schools felt this was 
an encroachment on the scientific and scholarly pursuits of their department and they 
subsequently dropped the clinical training program from their graduate curriculum 
in psychology. Such a step, was in the best interest of the departments involved and 
in the best interest for the development of clinical psychology. It was more honest 
to discontinue such a program than to attempt to emasculate, redirect or undermine 
it. Many departments, however, have continued their doctoral clinical training pro- 
grams in psychology while at the same time depreciating the field and attempting to 
deny its existence. Such an attitude has been justified at various times by the slogan: 
“Psychologist first, Clinician second.”’ 

The academic-clinical controversy is of long standing and was the major concern 
of the participants at the Conference on Educational Training of Clinical Psychology 
held at Boulder ‘1 1949. A reasonable solution to the conflict was reached by sug- 
gesting that clinical psychology students should not be prepared for either service or 
research, but should learn to become proficient in both areas. Many graduate schools 
seemed initially to follow this recommendation, but as time has passed the concentra- 
tion has been more and more on research training and less and less on clinical prepara- 
tion. In a 1957 report“ by an ad hoc committee of department chairmen dealing 
with the evaluation and accreditation of clinical psychology training programs much 
of the deliberation revolved around concerns that the clinical student may be re- 
ceiving a technical or trade school education. This is a legitimate concern of such a 
body and deserves investigation, but what is noteworthy about the report is that 
there was no interest whatsoever in the adequacy, indeed in the existence, of clinical 
training for the graduate student in the clinical psychology training program. This 
attitude was further reflected in a discussion of the Miami Beach conference held in 
December of 1958. It has to be kept in mind that this was a conference on graduate 
education in psychology and was not limited to clinical psychology, although the 
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issues most emphasized were those of service and research. The following is an ex- 
cerpt from the summary of the official report“: ». **) of the conference: ‘‘The con- 
ference discussed specialty training at the Ph.D. level and agreed that it should be 
structured within the broad goal of developing well-rounded psychologists. If spe- 
cialization is to be carried out in such a way as to interfere with the students’ under- 
standing of basic psychological principles, then it should be delayed as long as pos- 
sible, perhaps until post doctoral years.’’ If this statement is to be followed through 
logically, then in those departments where the mode of thought is that the under- 
standing of basic psychological principles requires three to four years, basic psycho- 
logical principles frequently referring to carefully controlled laboratory behavior of 
rats and people, allowing no time or only minimal time for clinical courses, then it 
seems to me that it is incorrect for such a department to claim that it offers a clinical] 
training program, and somewhat lax of the Education and Training Board to certify 
it. It might be of interest that between 1951, the year that the Education and Train- 
ing Board was created, and 1957, 87% of its members were full time university 
faculty and only 13% were employed outside of a university department of psy- 
chology “©: P: }®, 

These remarks should not be interpreted to mean that the slogan should be 
reversed to Clinician first and Psychologist second, that universities produce thera- 
pists (and diagnosticians if that should become fashionable again) placing little or 
no emphasis upon more general psychological principles and on research training. 
What is detrimental to the best development of clinical psychology is the idea so 
widely held that once the student has an understanding of experimentation, research 
and theory construction, the clinical skills can be picked up anywhere. It is either 
unrecognized or denied that to be able to do meaningful clinical research one must 
also learn to be clinical. There are many psychologists who are doing so-called clinical 
research with instruments or procedures with which they have never been deeply 
identified, with which they have never had prolonged and intense preoccupation, and 
in which they have never been steeped. Schafer“ has pointed out that to proceed 
on this basis of producing trained researchers, but unsophisticated clinicians, implies 
a conception of the clinical research psychologist as ‘‘a finely tooled, well oiled instru- 
ment that once turned out will define its own problems and solve them.” 

The instrumentation of the experimentally centered program in clinical psy- 
chology often relies on the newly graduated Ph.D. in clinical psychology, who after a 
year’s internship is expected to teach graduate students all about clinical psychology. 
The practice of hiring a novice clinician would not be so lamentable, if through 
further practice of the skills he has learned, hopefully with some supervision, he may 
become the experienced clinician and teacher that is needed. High requirements are 
set up for the private practice of clinical psychology in order to protect the public, 
and of course that should be so. Yet it seems paradoxical that the stringent require- 
ments for clinical practice have not been found fit to serve as one of the criteria for 
the selection of the teachers of clinical psychologists. The reason for its being a 
relatively rare phenomenon in departments is that such a procedure violates the 
value system of most graduate departments, where research skill and research pro- 
ductivity serve as a gauge for advancement in rank, where teaching is considered to 
be of some mild worth, and where clinical involvement is rather negatively evaluated. 
In such a milieu the new clinically-oriented faculty member has often only two broad 
possibilities open to him. He may become a personality theorist or a researcher of 
clinical procedures in which he is still very much of a novice. The other possibility is 
to leave the academic department. Thus many young clinical psychologists in 
academic departments are perforce men who have moved away from clinical psy- 
chology to find their rewards elsewhere, since there exist relatively few universities 
where teaching, research and clinical work are combined, so that the new instructor, 
and for that matter the old one too, may continue his clinical education to expand his 
skills and broaden his experience in order to enrich both his clinical courses and his 
clinical research. These individuals frequently saw their last patient or client in their 
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third or fourth year of graduate school and since that time their professional contacts 
have been essentially limited to research subjects. Aside from the teaching and re- 
search consequences of such faculty orientation there is another, equally pressing 
problem: that of the professional identity formation of the graduate student 

In the 1957 follow-up study by Kelly and Goldberg “*’ on the 1947-48 VA Clinical 
Trainee Selection Project some rather interesting and at the same time disturbing 
information was published. One of the findings of most concern was the one that 
dealt with satisfaction with a choice of clinical psychology. Fifty percent of the 248 
former VA Clinical Trainees questioned would not go into clinical psychology if they 
had to live their lives over again. There is no comparable information about ichthy- 
ologists, physiological psychologists, or corporation lawyers, but Roe: »: **) cited 
a 1939 study in which 29% of professional workers polled would go into another field 
if they could do it over again. Perhaps reasons can be found to explain what appears 
to be a low level of satisfaction. Students going into clinical are possibly more person- 
ally troubled than those going into other fields, with the result perhaps that neurotic 
needs rather than reality based considerations led to their vocational choice. Never- 
theless, difficulties with regard to professional identity must also be considered as a 
major factor in this situation as long as the condition in so many graduate schools 
approaches the above description. During the three or four years when professional 
identity formation is evolving, when the student attempts to synthesize personal 
issues and work issues, both real and fantasized, such as his interests, strengths, needs 
and values, relationships to peers and to others in the academic and professional 
community and his goals within such a community, there are frequently no faculty 
members who can serve as even the temporary models during the identity crisis that 
besets almost every graduate student. It is not recommended here that a nurturant, 
mothering figure be acquired by every department to nurse the student. What is sug- 
gested is that the department live up to its implicit contract that the student also be 
trained in clinical psychology by clinical psychologists. 

The present policies of large numbers of departments has led to a bifurcation, in 
that new Ph.D.’s in clinical psychology become either practicing clinicians who 
repudiate every aspect of academic psychology because they have been subjected to 
covert and frequently overt hostility by the faculty because of their choice of clinical 
or they have become pseudo-clinical researchers and teachers. A mid-group, one with 
deep and abiding rather than opportunistic interests in clinical as well as in research, 
seems to be very small indeed. Solutions are of course difficult as reflected by the 
proceedings of the Boulder and Miami Beach conferences. When departments are 
lamenting over the fact that large numbers of their graduates are entering service 
work, one may wonder whether they are aware that by their rigid insistence of things 
“scientific” they are often driving their students into the positions of either fully 
identifying with the mores of the department or rejecting them altogether. 

As noted above, departments have been moving towards more and more aca- 
demic psychology and less and less clinical psychology. In view of this trend, one 
must begin to look towards other possible solutions. Out of several possibilities, two 
have been widely discussed. One idea is a professional school in clinical psychology, 
possibly along the lines of a highly modified version of Kubie’s’) program in medical 
psychology; however, this seems to be a relatively unrealistic solution at this time. 
What seems more feasible is that clinical training programs within university psy- 
chology departments be discontinued and that clinical training be undertaken 
through a two year post-doctoral internship in clinical training centers, meeting 
certain minimum requirements set by a new Board of Clinical Training. The student 
could then finish his Ph.D., hopefully in three years with a concentration perhaps 
in personality theory and then move on to two years of post-doctoral training. The 
objections raised with regard to such a program are that the university will have no 
power to enforce the internship requirement, that because of the shortage of clinical 
psychologists, any Ph.D. would be able to hire himself out as a clinician. There are 
enough possible non-university controls to make such an unethical step, it should be 
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labeled as such, highly unattractive. For it is stated in Ethical Standards of Psy- 
chologists >): ‘It is unethical for a psychologist either to claim directly or imply pro- 
fessional qualifications that exceed those he has actually obtained.’’ Membership in 
{PA would thus be threatened, Division 12 would not accept a person without 
having fulfilled such an internship and some modification could probably be made in 
state certification and licensing laws to that effect; furthermore, a person without an 
internship would not be eligible for ABEPP. It seems doubtful whether any one 
going to the trouble of getting a Ph.D. waquid knowingly place himself in so difficult 
a position. The advantages of such a procedure lie in the fact that the student could 
devote himself for two years to intensive clinical work, undiluted by dissertation and 
possible course requirements, and unimpeded by external pressures about the worth 
of clinical psychology. It would be a situation where identification figures or models 
would be readily available, where the intern would be able to move in a steady pro- 
gression from apprenticeship to journeyman role with responsibilities at a level ap- 
propriate to the clinical skills mastered. 

The post doctoral solution is not the ideal solution. To delay a student’s contact 
with clinical material for three years, is detrimental, I believe, to his development as 
a clinical psychologist. The best program, potentially still lies in clinical training 
programs within departments of psychology. University administrations and the 
departments must, however, be willing to recognize the professional and experiential 
requirements and standards in the hiring and in the maintenance of the clinical 
faculty and apply a suitable gauge for promotions and salaries. If psychology de- 
partments are seriously interested in offering clinical training, then they will have to 
look to research-oriented medical schools for guidance; for in medical schools teach- 
ing, clinical work and research are successfully combined, yet a differentiation is 
made between the basic science and the clinical faculties as to research demands and 
expectations. Other specific recommendations could be made, but most important 
is a well trained and experienced clinical faculty, with research interest, that could 
develop the type of clinical programs that all too few universities now offer. How- 
ever, if these departments continue to disavow essentially or implicitly or in effect 
their responsibilities for clinical training, the alternatives of post doctoral training 
ought to be seriously considered. 
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THE WAY TO PROFESSIONAL MATURITY’ 
ALAN P, TOWBIN 
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A considerable, and perhaps the most important part ol a clinician’s effective- 
ness in his work develops after his formal training is over, and he is on his own. It 
seems to me sensible to take as our aim in training clinicians the unfinished product 
that is, a person whose training has m.ximized his ability to learn from his sub- 
sequent experience. We would do well for our students if we left them open to de- 
velopment in the direction of professional maturity 

I don’t propose to define professional maturity here, but I think there would be 
little disagreement with the idea that a clinician is heading toward it, if he develops 
in the direction of competence and autonomy in his work. By competence I mean his 
effectiveness as a helping person, by autonomy his independence in thought and 
action. We cannot produce development, but we can search out and try to change 
those conditions which deter and limit it. In keeping with this aim I propose to 
show how personal commitment to a set of abstractions such as a school of thought, a 
method, or a theory, impedes the development of professional maturity. I will pre- 
sent what I regard as a more beneficial alternative to this type of commitment 

When I speak of a personal commitment to abstractions, I am not referring to a 
mere preference for one or another method, school of thought, or theory, or a tag or 
label one may claim as one’s own. I certainly am not speaking of theories per se. I 
mean the relation between the individual clinician and some body of abstractions. 
That relation is such that the clinician sees the body of abstractions as, and makes an 
effort to act as if it were the basis of, and the point from which he takes his orienta- 
tion to, his clinical work. It is at, once his ideology and his rationale, his language and 
his way of thinking about patients 

The ubiquity of such commitments hardly needs documentation. No dis- 
cussion of clinical matters would be complete without the appearance of these com- 
mitments and their contribution of an atmosphere of theological polemic. The pop- 
ular point of view, I believe, is that no clinician should be without such a commit- 
ment. Indeed the journeyman clinician often finds that the way he goes about 
examining and treating patients is of much less concern to prospective colleagues and 
employers than is the school of thought he holds dear. The implicit and oft’times 
explicit premise of this concern with commitments is that clinical practice is, and 
indeed should be if it is not, the application of reduction to practice of general prin- 
ciples. Parloff and Rubenstein“) have concluded that in the area of research in 
psychotherapy there is an hierarchy of research problems. The less the problem has 
to do with issues of application, with clinical problems, and the more it has to do with 
theory of personality or psychopathology, the higher the status of the problem and 
the investigator. 

The value orientation which places principles before practice, which regards such 
matters as the outcome of psychotherapeutic efforts as of less interest than the 
theoretical system to which the therapist is committed, if not a facet of being person- 
ally committed to a school of thought or method, at least seems closely associated 
with such commitment. The introduction of this value orientation into clinical 
practice is regrettable, for it brings to bear on practice a criterion which has nothing 
to do with the clinician’s business—being helpful to patients. With this value orienta- 
tion and a personal commitment to some set of abstractions, the clinician becomes 
more concerned with the theoretical correctness of his clinical activity than with its 
effectiveness. Or perhaps he regards its correctness as a guarantee of effectiveness. 

But, should the clinician so committed find himself stymied by a patient, react in 
an unorthodox way and find that it seems to do the trick, he is in trouble. I think the 
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following quotation from the research on psychotherapy reported on by Hall and 

Wallerstein *’ exemplifies some of the effects of personal commitment described here. 

An analyst is describing an episode which was seen by the patient as the turning 
point in her successfully terminated treatment. 

I stuck to the standard technique as closely as possible . . . there was an interesting 

problem of technique in controlling her affect storms. She would yell and scream and mock. 

I had to use a parameter to quiet her down. (At this point the therapist demonstrated the 

r by saying in a firm, commanding voice, ‘Just a minute. Hold it.’’) This was the 

point ol the treatment. At last she had someone controlling her lability vB Sas 


If it does nothing else, I hope this quote will lay the ghost of the claim that nobody 
ever really approaches his patients as the executor of a prescribed method, that that 
is only the way it appears in the books. This therapist seems utterly devoted to 
trying to do the right thing when he interacts with the patient. But he is in trouble. 
While he seems to feel that sticking to the ‘“‘standard technique’’ would have been 
best, he deviated. And instead of being blasted by lightning, he carried the day. 
This outcome puts the “standard technique” in a poor light, unless he can in some 
way graft what he did back onto the body of perfect method. This is what I feel he 
tried to do by a kind of intellectual back-flip; he calls what he did ‘‘using a para- 
meter’. In this way, while it isn’t actually the standard technique, it is standard 
technique after all.” 

There is no room here for independent thought. It seems to me by trying to take 
some abstraction such as a standard method as the basis for his action vts-a-vis 
patients, the practitioner provides himself with the comforting illusion that as he 
addresses his patients, he like Newton, stands on the shoulders of giants. 

To the extent that the clinician is personally committed to a method or theory, 
he feels that what is ‘‘known’’, what is ‘‘written’’, the given words come first, and his 
own day to day experience with the patients second. His aim is to make the exper- 
ience fit the abstractions and where the fit is poor he is inclined to move away from 
his experience. From his point of view, to do otherwise would be to shake the founda- 
tion upon which he believes his work rests. His dilemma becomes acute, when in 
spite of his conviction that he is, and of course should be, doing nothing more than 
applying the already perfected method of the school whose colors he wears, he makes 
what he regards as a discovery. That is, he learns something from his work with 
patients. He may find that while it is maintained, in the theoretical writings he 
holds dear, that a particular class of patients is inaccessible to for example, a dynam- 
ically oriented treatment, he is successful in treating these patients. Then one finds 
in print the mental gymnastics required of someone who tries to hold two mutually 
contradictory positions: (a) that he has gone beyond what was thought to be theoret- 
ically possible, and (b) that what he has done in no way contradicts the theory and 
indeed it can be fully explained by the theory as it stands. I think such a develop- 
ment is somewhat sad to see, especially when it leads to letting go by the board a 
clinically effective procedure in favor of something “everyone knows’. I am re- 
luctant to single out an example because I feel that the phenomena are so wide- 
spread, but I shall do so anyway. In a recent paper, Spotnitz and Nagelberg®? de- 
scribe a treatment they have found effective with a group of patients whotheoretically 
should be inaccessible to psychoanalysis. But their effective treatment is presented 
as a ‘‘pre-analytic’’ technique. That is, even though it seems to be helping the 
patients get better, the therapist at some point stops this treatment and the patient 
is thenceforth treated with psychoanalysis. The rationale for this move is not stated 


*[t is interesting that the patient experienced this ‘‘parameter’’ as a human reaction, not a tech- 
nical one. She is reported to have said: For the first vear and a half I didn't feel I was getting anv- 
where. At the time he started velling back, that was the first big turning point. He'd say things before 
that, and I would hear it but it had no meaning.’ : > #8) Perhaps what is to be most striking about 
this report is the intense concern of the therapist with the relation between what he feels he ought to 
have been doing and what he did, between his ideal of treatment and his own reaction to the patient 
His reaction to the patient must take second place to his interest in being an applier of ‘“‘standard 
technique’. 
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explicitly but it seems to be that it is better for the patient to be analyzed than to be 
cured. 

In these ways it seems to me that the clinician’s attachment to the method or 
system of his choice hampers not only independence of thought and autonomy In the 
sense of responsibility, but the improvement of the art as well. The improvement of 
the art, as embodied in the development ol competence 1n individual cli 11¢14ns, is 
perhaps a more serious index of the effects of personal commitment to abstractions 
than the development of autonomy, since competence 1n\ olves our responsibility to 
our patients. Such commitments are a deterrent to the clinician's growing effective- 
ness as a helping person. I am well aware that this statement may sound extreme, 
but I think that even a haphazard reading of the clinical literature will bear it out 

The clearest indication of this effect I think is that, at least hin 
pertaining to clinical work can ever be discarded. If a contribution is offered to the 
practice of some clinical endeavor, it is almost invariably tacked onto those tradi- 
tional practices which have proven insufficient in the contributor’s own experience 
to help patients. The area of projective testing is notorious in this respect. In this 
way, technique grows by accretion, ‘til the clinician is surrounded by matters to be 
“taken into account” or factors not to be overlooked, and all but smothered in 
emphases not to be neglected and approaches not to be slighted. It is my impression, 
and psychologists who devote themselves to research in the clinical area seem to 
agree, that systematic evidence has but a trivial effect on practice. This state of 
affairs becomes less mysterious if it is understood that by and large, the empirical is 
considered irrelevant by clinicians. It is the abstract, the theoretical which they 
regard as the basis of their practice. And the theory stands, like an old man’s mem- 
ories of boyhood, unmarred by the harshness of the years, but with elaborations 
tacked on from time to time. 

I cannot hope to prove my point by what I say here but I do hope that the 
situations I describe will have a ring of familiarity. When I have discussed with 
others the contention that such commitments deter the develepment of professional 
maturity, if they do not insist that I have created a straw man they will agree that 
it can happen that way. But, comes the rejoinder, to say that such commitments 
are handicaps is like saying that the need for oxygen handicaps skindivers. Maybe 
it does, but they can’t get along without it. Clinical work is taxing, personally de- 
manding. One can’t hope to work with seriously disturbed people without a theory 
to keep body and soul together. Witness the proliferation of theories! 

The idea seems to be that if there is a reason for something it must be a good 
reason. The reason suggested reminds me of nothing so much as the formulation 
often presented as the treatment plan for a borderline patient, i.e., don’t take his 
defenses away, the therapist is warned, or he’ll become blatantly psychotic. But, 
without his friendly neighborhood theoretical commitment the clinician will have 
what he has anyway: his sensitivity, his reactions, his way of being with patients. 
What he won’t have is the feeling that there is someone or something in there with 
him—someone beside the patient. He won’t have the feeling of being the agent of 
something outside himself. He won’t have the feeling that what he thinks, what he 
discovers for himself and makes his through his work and interest, must be recon- 
ciled with what someone else has said, before he can consider it real. 

Strangely enough, in view of what I have said, clinicians do seem to develop in 
the direction of professional maturity. They seem to function more independently 
and to grow in their effectiveness as helping persons. I believe they do, but that they 
do so to the extent that, as they leave the academy behind for the exigencies of prac- 
tice, they not only succeed in engaging their patients in helpful relationships but their 
patients succeed in engaging them. There is a shift of interest and commitment from 
a personal relation to a body of thought to intense relationships with patients. With 
this shift goes, oft’times, a search for a point of view, a rationale more in harmony 
with their interest in and experience of what it takes to be helpful to patients. I sus- 
pect that it is this search that accounts, at least in part, for the sympathetic response 
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which phenomenology, existential philosophy and psychiatry, Buber’s work and 
Zen Buddhism have elicited among many clinicians of originally diverse theoretical 
backgrounds. 1 think the appeal of these philosophies has something to do with 
their placement of the individual’s non-mediate or immediate experience at the 
center of interest. The possibility exists, however, that these philosophies will in 
their turn become the objects of personal commitment. 

If the personal commitment to abstractions impedes the development of pro- 
fessional maturity, if it isn’t necessary to clinical work, what is left to the clinician 
as a starting point for his endeavors? It is neither more nor less than a commitment 
to clinical work, the pursuit of an interest in being helpful to patients. Many may feel 
that this is not enough for them to carry into the arena of clinical work. But if self- 
acceptance, one-ness with experience, immediacy of response (as opposed to the 
mediated reaction filtered through abstraction and second thoughts) are good enough 
for our patient, why are they not good enough for us? In my opinion they are. The 
clinician, so committed, will find that the current fruits of his maturation as a clini- 
cian are enough—indeed that is all he ever really has. And he will find that his con- 
tinuing interest in the work is the soundest basis for that maturation. 

Clinical work, as a pursuit of such an interest, is seen as an human activity. 
It is something people do, in a sense learn to do more or less effectively. But it is not 
the more or less effective application of principles to a concrete situation. The clin- 
ician personally committed to the work may and probably will develop a rationale 
for what he does when he is practicing his art, and even be able to discuss the ration- 
ale explicitly, outside of his work with patients. But it is the rationale of what he 
does anyway, not a guide to what he or anyone else ought to do. It is a rationale for 
doing what is in his experience helpful, not a statement of what ought to be helpful. 

But what is the relation of such practice to theory, to generalizations? It seems 
to me that this point of view encourages the dev elopment of theory built up from 
clinical work, theory about the work rather than for it. Thus I see no reason why 
psychotherapy, for example, cannot be studied by social psychologists as they study 
any dyadic relation, and the phenomena of treatment eventually be subsumed under 
some general theory of social interaction. 

This kind of personal commitment then is in harmony with our aim of develop- 
ment in the direction of independence and competence, if only by virtue of the fact 
that the obstacles introduced by the commitment to abstractions are absent. But 
the benefits of commitment to being a helping person do not stop there. Taking one’s 
starting point in the work from such a commitment encourages a frankly pragmatic 
value orientation and supports an empirical point of view, in contrast to the effects 
of the value orientation that places principles before practice. 

The empirical point of view of the clinician so committed gives him a vital 
interest in research, in evidence pertaining to the matter of what is helpful to patients. 
He is accessible to influence with respect to how he does about his work by the find- 
ings of such investigations, precisely because of the nature of his commitment, not 
because he has been told research is a good thing. 

As far as research is concerned it seems to me that the type of commitment I am 
discussing offers a kind of bonus. It removes from the realm of the given, the a 
priori or the ‘‘of course’, a host of questions and issues, and returns them to the 
domain of empiricism. It is not simply a matter of the clinician conceding that the 
questions are in the end empirical ones, but it is closest to his own interests that they 
be so regarded. 

Perhaps nothing I have presented here, by way of description or analysis, is 
new. Glover’, in 1952, published a paper in which he discusses the current training 
of analysts as a handicap to research in psychoanalysis. Leslie Farber, Chairman of 
the faculty of The Washington School of Psychiatry, in 1957, at a round table dis- 
cussion of ‘‘What is effective in the therapeutic process?’’ spoke in part as follows: 

.. we are forced to acknowledge that the theories sustaining the therapist may be as various 
as those of Freud and Jung, Adler and Reich, Sullivan and Klein. .. . if we add (to these theories) 
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the technical instruction and the rewards of personal analysis acquired in the training institutes 
we can recognize a considerable ground of knowledge or science, Which will not necessarily inter- 
fere with therapeutic effectiveness?. Hopefully, each student will eventually transcend his training, 
or at least shape his subject as much as it shapes him.“: > # Within the ther: apeutic 
dialogue the initiative, hopefully, is the therapist’s, providing he can forsake the academy’ to ad- 
dress his patients not as an of knowledge but as a bei sing engaged in “the ethical task’ 
which, as Kierkegaard put it, is ‘‘to become what he already is: namely, a human being p.2 


Farber does not draw the conclusion that it would be well to drop the ways of 
training clinicians or psychotherapists which provide a ‘‘ground of knowledge or 
science’, but it seems to me an inescapable conclusion from his remarks, as well : 
from the point of view I have espoused here. If we are committed to being helpful to 
patients, as practitioners, why not consider how we might best train our students 
with this in mind, rather then load them down with a training which will get in their 
way? While I don’t propose to discuss what such a training might be like, I do think 
that I have suggested what ought to be avoided: the introduction of students to 
clinical work via a large dose of abstractions, methods, principles and theories. 
Watts quoted the following from the Zenrin Kushru, and it aptly puts what I hi ave 
had to say. “If you do not get it from yourself, Where will you go for it? ‘: ». 
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THE CLINICIAN AS BEHAVIORAL SCIENTIST! 
LEONARD P. ULLMANN 
VA Hospital, Palo Alto, California 


It is the thesis of this paper that whatever a clinical psychologist does, whether 
diagnosis, therapy, or teaching, he does his work properly only because he is a re- 
search worker. 

At present there seems to be a trend away from meticulous diagnostic work. 
There are many possible reasons for decreased emphasis on testing. One reason may 
be the belief that therapy is more important. In addition, some schools of therapy 
seem to place emphasis on technique and make little distinction between types of 
patients to be treated. Diagnostic work is sometimes seen as lacking in challenge: 
the more standardized a test is, the more likely a trainee can do as adequate a job asa 
Ph.D. Finally, over the past decade a number of studies have cast doubt on the use- 
fulness of test procedures or the value of the clinician’s manipulation of test data. 


‘From the Behavioral Research Laboratory, Veterans Administration Hospital, Palo Alto, Cal- 
ifornia. The paper is based on material presented at the conv ention of the American Psyc hological 
Association, September 1, 1960 as part of the symposium, ‘“‘The Second Generation’s Perspective and 
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In the face of this, it should be pointed out that only through diagnostic effort, 
that is, psychological measurement, can the clinician set his goal in therapy, and more 
importantly, know when this therapeutic goal has been reached. Both the question 
of when to start therapy and the question of when to terminate therapy are diag- 
nostic questions. The patient must be compared with himself or with others because 
the words ‘‘better’ or “‘worse’’ are meaningful only as comparisons. When it is 
granted that psychological measurement is necessary, the next question is the value 
of current test procedures. One value of the clinical versus actuarial researches is the 
specification of situations in which the time required for additional manipulation by 
the clinical psychologist is worthwhile and situations in which it is not. When used 
properly, psychological tests have extraordinary power. The learning theory ap- 
proach of Mussen and Naylor‘*’ and the application of concepts of perceptual de- 
fense of Lazarus, Ericksen, and Fonda“, are examples of the increased power of 
psychological test interpretation based on more sophisticated approaches to test 
data. Recent work by Oskamp”? indicates that clinicians can accurately state the 
probability that they will be correct when making judgments from the MMPI. While 
an actuarial method may provide rules, the experienced clinician knows the excep- 
tions. 

The clinical psychologist’s second role is that of therapist. The importance of 
psychological measurement in therapy has been mentioned. At this time, two points 
will be presented. The first is the need for the clinical psychologist to keep an accur- 
ate record of his ‘‘successes’”’ and “‘failures’’. The second point will deal with the 
difference of approach to therapy between a person trained in scientific method and 
a person trained only in the application of a therapeutic technique. 

The scientific method is the best procedure so far devised to guard against over- 
emphasis of the startling case. The ability to keep track of cases and present the 
fruits of experience in terms of probabilities which permit comparison of the efficacy 
of various treatments protects the therapist from too rapid acceptance or rejection 
of a particular therapeutic modality. Such probabilities help the therapist evaluate 
his experience by a public language of assessment. In this respect the application of 
scientific method augments the therapist’s own analysis. The aim of both techniques 
is an undistorted evaluation of personal experience. It seems as foolish to disregard 
the value of the scientific method in the evaluation of experience as it would be to 
deny the potential usefulness of a successful personal analysis. 

As a scientist, the clinical psychologist’s work in therapy is focussed on a learn- 
ing function as much as it is on a helping function. The difference between a scientist 
and a technician is that the technician knows how to do what he has been taught to 
do while the scientist knows how to evaluate new information in order to devise and 
refine new techniques. If a person believes that psychotherapy is a perfected, vali- 
dated technique, then he is correct in thinking that it is capable of application by a 
technician. If, however, a person does not believe that therapy has yet attained such 
status, he will think that an applied degree is premature. 

Much of what has been said above applies when the clinical psychologist 
teaches another person how to do his work. Teaching depends on the validity of 
what is to be taught. For example, there is little argument that the measurement of 
intelligence can be taught. It should be noted that not only is the method of ad- 
ministration and scoring standardized, but also that through the test’s standardiza- 
tion, experience with a large number of people is made available to the individual 
clinician. Intelligence tests are prime examples of one of the major results of the 
application of scientific techniques. This result is the ability to communicate exper- 
ience, whether it be of a great number of cases in terms of test norms or whether it be 
in terms of a generalization about a null hypothesis that may be rejected. 

Compared with standardized tests, teaching the use of projective tests is more 
complicated. For example, as a measure of thinking, the Rorschach is helpful in the 
diagnosis of central nervous system pathology“? and in the evaluation of schizo- 
phrenics’ level of thinking“. In both cases, the scoring procedures are relatively 
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clear and have acceptable rater reliability and criterion validity. Such a happy state 
of affairs does not exist when projective tests are used to describe an individual’s 
“dynamics’’. A frequent danger is to ascribe to the patient mechanisms and prob- 
lems which are common to all people and perhaps indigenous to the tests themselves. 
Davenport’s work on the semantic validity of the TAT? illustrates this difficulty 
Before there can be any meaningful discussion of who should teach a student and 
how the student should be taught, it is necessary to know what in clinical psychology 
is worth teaching. There may be little doubt that methods of dynamic test inter- 
pretation can be taught, but there may be real doubt whether such interpretations 
are worth perpetuating 

What has been said of teaching diagnostic procedures is true for the teaching of 
psychotherapeutic techniques. Lehner summarized the results of the Boulder 
Conference by remarking: “I am afraid that in spite of our efforts we have left 
therapy as an undefined technique which is applied to unspecified problems with 
nonpredictable outcome. For this technique we recommend rigorous training’. Even 
if a student can be taught to behave like a master clinician, he is not prepared to do 
worthwhile therapy The answer to the important question of who, what, when, how 
and to what purpose remain to be answered by future research. Work dealing with 
the interaction between type of patient and type of treatment is beginning to be 
produced and tends to illustrate that there is no one optimal form of therapy or one 
single type ol “oood”’ clinician 

An area of applied work which may become a major role for psychologists lies in 
the evaluation of treatment programs. Examples of this type of work are the VA’s 
Psychiatric Evaluation Project and various studies within California’s Department 
of Corrections. In these projects, data is collected to help make administrative de- 
cisions. Just as the individual clinician has a limited amount of time and must make 
a decision how best to use it, so a state or federal agency has a limited amount of 
money and must decide how best to spend it. Data collected scientifically are strong- 
er evidence than opinions regardless of the academic degree or administrative position 
of the people holding the opinions. Data drawn from nature and collected scienti- 
fically reduce the arguments based on status and prior belief which cause the working 
clinician so much grief. In this type of work, the clinical psychologist is able to 
collect valid data from patients because of his training in the clinic. On the other 
hand, he is able to design meaningful procedures for data collection because of his 
training in research. In this area, the clinical psychologist’s routine training is unique 
in the field of mental health. When doing such work, the psychologist’s gratifica- 
tions are indirect. Rather than a discharged patient, he must be satisfied with an 
improv ed discharge rate. Indirect service may well become the clinical psychologist s 
greatest contribution after he has perfected any given technique That is, rather 
than apply a technique which he has developed, the clinical psychologist will teach 
this technique to nurses, aides, ministers, and teachers. With no perceptible decrease 
in the need for clinical psychologists, teaching new and better ways of conceptualiz- 
ing and interacting with patients may of necessity become a major occupation for the 
psychologist. More and more, each clinician will have to balance his time between 
direct aid to a few specific patients and indirect aid to many patients 

In summary, the clinical psychologist is a behavioral scientist. Through use of 
the scientific method he increases his ability to organize and communicate his ex- 
perience. Aside from the satisfaction of doing a better job, the individual clinician 
shares in the excitement of the joint effort to increase knowledge. 
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PROBLEM 

California recently erected a maximum security state hospital primarily intend- 
ed for the treatment of sex offenders. Prior to the opening of this new facility at 
Atascadero in 1954, the California Superior Courts committed sex offenders to 
Metropolitan State Hospital in Southern California or to Mendicino State Hospital 
in Northern California. The program at Atascadero State Hospital has been very 
briefly reviewed by Kivisto®’. The program at Mendicino State Hospital, as it 
operated from 1952-54, has been briefly described by Lieberman and Siegel ®’. The 
present paper is concerned with the program at Metropolitan State Hospital as it 
operated during approximately the same period. Despite a considerable time lapse, 
this program was so original in its conception and so promising in its results that a 
detailed description and evaluation of the program together with follow-up data 
would appear to represent a definite contribution to the limited research on the 
treatment of sex offenders. 


METHOD 


Subjects. Our subjects consisted of 120 male sex offenders committed to Metro- 
politan State Hospital by the California courts. At the time this study was made, 
this hospital functioned as a general mental hospital, but in addition was designated 
as a diagnostic and treatment center for sex offenders committed under the Sexual 
Psychopath Act of the State of California. The subjects were arrested for sex offenses 
and adjudged to be “‘sexual psychopaths’’, as defined by law, after initial examina- 
tion by at least two psychiatrists and a ninety-day observation period in the state 
hospital. They were also declared to be potentially treatable in a state hospital. 
Those not considered amenable to treatment were returned to the Courts for legal 
disposition. The term “‘sexual psychopath” was a legal one and did not necessarily 
imply the psychiatric diagnosis of psychopathic personality. Actually 69 of the 
subjects were diagnosed as psychopaths and 51 as neurotics by the hospital staff 
at the time of admission. Very few cases involving violence were included. Most of 
these cases were disposed of under the Penal Code rather than hospitalized under 
the Sexual Psychopath Act. The great majority of cases involved molestation of 
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children or minors. Offenses against adults fell chiefly in the category of exhibition- 
ism with a lesser number in the category of homosexual offenses. The mean age was 
35, range 17-67; the mean IQ, based on the Shipley-Institute of Living Scale, was 
109, range 90-143. Eighty had committed offenses against female sex objects and 
40 involved male sex objects. Sixty-six were first arrests and 54 were repeaters. 
Although the subjects were randomly selected to the extent that they were 
taken consecutively in order of their commitment dates, certain selective factors 
were at work. Organics, seniles, mental deficients and possible psychotics were ex- 
cluded as were subjects with psychological testing of questionable validity. In 
addition, only patients accepted for and actively engaged in psychotherapy groups 
were included. Thus, all of the subjects were considered to be potentially treatable. 


Therapy program. The therapy program involved three complementary approaches: 
(a) sociotherapy—development of a ‘therapeutic community” on each ward, (b) 
formal group psychotherapy, and (c) adjunctive therapy such as occupational and 
recreational therapy. 

There were five main wards with about seventy men on each ward. The sub- 
jects in the experimental group were dispersed throughout these five wards. Condi- 
tions on each ward were highly similar including opportunities for social interaction 
and recreation. 

Within the framework of the general hospital rules, the sex offender group had 
its own program and governing body. They called it the Emotional Security Pro- 
gram (ESP). Every three months a council of seven was elected by popular vote of 
all the ‘‘patient body”’, and served a variety of functions. First, they represented the 
patients and acted as liaison in dealing with the staff in matters of the patients’ 
interests. Secondly, they acted as a court in self-policing activities. Most infractions 
or potential infractions were handled at a patient level, necessitating action by the 
staff only in unusual or extreme situations. It might be characterized as essentially 
group pressure. A third major function of the council was organizing and conducting 
the weekly ESP meetings bringing together the sex offender patients from all of the 
wards for a period of 90 minutes. Here the reports were received from the different 
wards and group business or problems discussed. This was usually followed by some 
kind of a program. Sometimes it was very informal such as a discussion of personal 
problems, personality dynamics, or principles of emotional health. Spontaneous 
participation from all the members was encouraged. The atmosphere was permissive 
and any feelings expressed were acceptable although often subject to analysis by 
other patients. A “Question of the Week’’ was frequently used as a central theme 
around which to orient the interaction. At other times a more structured program 
was offered such as presentation and discussion of mental health films, psychodrama 
sessions, and talks by staff members. Other functions of the council included new 
patient indoctrination activities and outside contacts with society. 

On each ward there was also a ward committee of three men elected by the 
members of that ward. They worked with the psychiatric technicians in charge of 
the ward to see that ward routines and work were carried out satisfactorily. They 
also took care of the ward entertainment such as selecting the television programs, 
organizing athletic competition, and putting on various types of shows. Inter-ward 
competition was encouraged. In addition, they coordinated activities and classes in 
educational subjects and hobbies. Finally, they maintained the ward library of 
selected books on mental hygiene. 

In the creation of this ‘therapeutic community” every effort was made to main- 
tain a sustained therapeutic atmosphere. When the sex offender first arrived he was 
oriented by an indoctrinator appointed by the council who explained the program 
to him, including what he could expect and what he could do to help himself. Such 
an evaluation coming from another patient like himself often seemed more accept- 
able to him than if it had come from an authority figure. 

On the treatment wards the new patient found himself in a situation where all 
activities were therapeutically oriented and there was much discussion about 
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‘“‘problems’’. Some of the discussion was between individuals and some was carried 
on in patient discussion groups. The patient discussion groups were spontaneous 
informal groups which met regularly to discuss emotional problems and difficulties. 
The group leader was usually a patient well advanced in his own therapy in a staff 
member’s psychotherapy group. One of the important functions of such groups was 
to prepare patients for a formal psychotherapy group by learning to talk freely 
about their problems. The patient discussion groups were voluntary and all patients 
had equal opportunity to join one. 

The large majority of patients were actively engaged in working on their prob- 
lems, and formed what might be called the in-group. As such they were accepted 
and enjoyed a certain status. Thus, the therapeutic attitude was reenforced by both 
individual and social reward. The small minority who denied having any problems 
or were resistant to therapy constituted what might be called an out-group, and 
were looked down upon by the rest as being immature or emotionally dishonest with 
themselves. In addition, their old defenses were easily penetrated or exposed by 
those who had been in the same position earlier but were working it through in 
psychotherapy. This unrewarding social position and the constant group pressure, 
in time, often broke through the resistance of patients to facing their problems. 
Consequently, patients with initial defensive, resentful, or “tough guy” attitudes 
were often able to accept therapy where they had been unable to do so under other 
conditions. 

Recreational therapy was another part of the program. The social interaction, 
particularly with women, which it provided seemed especially valuable. It gave the 
patient a chance to learn sucial skills and test or put into operation some of the in- 
sights gained in psychotherapy. Patients with recreational privileges were able to 
attend weekly hospital dances. Those who did not know how to dance could learn in 
dancing classes held on the ward by women volunteer workers. Other recreational 
activities often involving interaction with women included sports, games, orchestra, 
choir and theatrical productions. These activities also provided opportunities for 
self-expression and development of self-confidence. 

Every patient after a time was assigned to a work detail. The type of job 
assigned was determined as much as possible by the therapy goals. The patient 
would be put in situations where he needed added learning or where he had problems, 
such as adjusting to women or resolving authority conflicts. The regular work 
assignments also paralleled closely some of the conditions found in outside work 
situations and as such helped in a gradual readjustment from the hospital to society. 

Another part of the total therapy program was the visiting privilege. Since the 
family was seen as the basic unit of socialization, visiting with the family was en- 
couraged as an important aid in readjustment and resocialization. Visiting on the 
ward was permitted five days a week. Once a month there was a family day when the 
visiting was held in a large recreation yard and the children were allowed to visit. 
This enabled the patients to see their children, play with them, picnic, and take part 
in other activities promoting the preservation of family ties. On the regular visits of 
the wives or parents there was often indication of therapeutic interaction taking 
place to the apparent advantage of both the patients and their visitors. Feelings and 
behavior brought out during the visits frequently were related to problems being 
worked through in the psychotherapy groups. Mutual anxieties and problems of 
wives and parents were also discussed in occasional group meetings held for them by 
a psychiatric social worker. 

A final part of the sustained rehabilitation effort was the contact with society in 
general. The aim of this approach was two-fold. The first was an attempt to offset 
the feeling in the patients that they were outcasts from society and no one was 
interested in them. This was believed important in preserving or enhancing their 
identification with society and in increasing resistance to antisocial behavior. The 
second aim was to help inform or educate the public more completely about the sex 
offender and his treatment. One approach to maintaining contact with society was 
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the invitation of representative citizens and officials to Emotional Security Program 
meetings. They were invited to the regular meetings or special evening meetings 
by letters from the council secretary. Many interested groups or individuals at- 
tended, including state legislators, judges, attorneys, law enforcement officers, 
probation and parole officers, clergymen, educators, sociologists, penologists, physi- 
cians and other professional groups, and many service organizations. Another ap- 
proach to maintaining outside contacts and educating the public was the formation 
of an independent outside organization of ex-patients for mutual therapeutic support 
and dissemination of information. One such organization was attempted and was 
called the DV8’s. 

Group psychotherapy was the type of formal psychotherapy used for both 
practical and theoretical considerations. From a practical viewpoint it would have 
been possible to give individual psychotherapy to only a fraction of the total number 
of sex offender patients needing it with the limited staff therapists available. With 
the group approach many more could be reached. On the other hand, group psycho- 
therapy was not considered an inferior or second best therapy. It was generally felt 
by the therapists participating, based on their experiences, that group therapy was 
the method of choice for treatment of sex offenders, particularly in connection with 
hospitalization. Some of the possible reasons suggested include the difficulty that 
sex offender patients sometimes seem to have in facing their problems openly. This 
may be due in part to the rejecting and punitive attitude society often holds toward 
their disturbance. Also, the possibility of further incrimination is always present. 
In the group they are with others who share the same difficulties and can thus under- 
stand and accept them. In addition, to observe others discussing openly their secret 
feelings and actions without fear of punishment may be reassuring. The group 
pressures of the sustained therapeutic atmosphere described earlier may also facilitate 
emotional honesty. 


Selection of Groups. In the selection of groups the qualifications were minimal. First 
it was required that the patient desire treatment. His own statement was accepted 
as a sufficient indication. Secondly, it was necessary for him to be potentially treat- 
able. This simply meant that he had no organic condition that would prevent him 
from learning, was in contact with reality, 7.e., not psychotic, and had a minimal 
intellectual capacity which would allow him to understand and participate in a 
group, 2.e., not mentally deficient. There was no effort made to segregate according 
to diagnosis, age, offense, or other factors with the possible exception of intelligence. 
Although the range of intelligence in the groups was usually broad there was a tend- 
ency to avoid including extremes in the same group such as the very dull and the 
very superior. In this way difficulties in communication, an essential element in 
psychotherapy, could be minimized. 

The groups were composed of six to eight members and a therapist who met 
regularly once a week in a therapy room in the ward for 90 minutes. The physical 
arrangement was simple with chairs arranged around a table. No particular seat 
was assigned to any of the patients nor the therapist. The therapists included three 
clinical psychologists and two psychiatrists. Their therapy orientation and goals 
were essentially the same. 

The psychotherapy in the groups was of a depth or uncovering type and per- 
haps most closely resembled the analytic group psychotherapy described by Slav- 
son‘), The therapists were not highly directive in that they allowed the patients to 
set their own pace and direction, but at the same time felt free to point out be- 
havior, question feelings, or offer interpretations at appropriate times. However, 
the therapist kept his participation to a minimum and attempted to utilize the inter- 
action of the group as much as possible. The focus of the discussion was on feelings, 
especially anxiety provoking feelings. It was succinctly characterized in a rule of 
thumb used in the groups, namely, ‘If it is easy to talk about it is not important. 
If it is difficult to talk about, it is important, and should be discussed.” Psycho- 
drama sessions were occasionally included to promote spontaneity or evaluate gains. 
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As mentioned before, when emotional insights were achieved, patients were en- 
couraged to make them operational or reenforce them by putting them into practice 
in real situations, at least to the extent that the hospital program afforded an 
opportunity. 

The entire group therapy program was evaluated at the end of a one year 
period. The amount of group psychotherapy which the subject population received 
was assessed in terms of the number of group psychotherapy sessions attended. The 
mean number of sessions attended was 34, range 1 to 52. 


Evaluation of group therapy program. There are many difficulties inherent in measur- 
ing anything as complex as therapeutic change. Recognizing this, an attempt was 
made to increase the validity of measurement by using three independent criteria of 
improvement: the staff judgment criterion, the test change criterion, and the treat- 
ment follow-up criterion. 


The staff judgment criterion consisted of the judgment of the hospital staff at the time of re- 
view for discharge. The minimum time before review was one year of hospitalization. The staff 
usually consisted of six psychiatrists and two psychologists. Each patient’s case was presented 
from the records, and then the patient was interviewed by the group. His improvement was then 
rated either ‘‘B”’ or ‘‘C’’ by each member of the Staff. A ‘‘B”’ rating is defined as ‘“The person has 
been treated to such an extent that he will not benefit by further care and treatment in the 
hospital, and he is not a menace to the health and safety of others.’ A ‘“‘C’’ rating is defined as 
‘The person has not recovered from his sexual psychopathy, and is still a menace to the health 
and safety of others.’’ The final rating applied was that of the majority of the staff members. 
The subject’s improvement was judged largely in relation to the degree of insight he exhibited 
into his problem and his improvement in over-all adjustment as revealed in changed attitudes 
and behavior on the ward. 


The test change criterion consisted of subject’s rating on the Minnesota Multiphasic Person- 
ality Inventory. The MMPI was chosen because it is an objective test, samples a wide range of 
personality traits, has built-in safeguards for indicating whether or not the subject is answering 
the test items truthfully, and shows good test-retest reliability”). The booklet form was ad- 
ministered to each subject upon admission to the hospital and one year later. The 13 major scales 
of the test were analyzed for changes following therapy. In addition, the Marsh, Hilliard and 
Liechti “) Sexual Deviation Scale was also analyzed for possible changes. 

The treatment follow-up criterion was utilized with 79 of the total subject group who were 
judged improved sufficiently to be returned to court for return to society. The follow-up study 
involved time intervals ranging from 6 months to 3 years after hospitalization with an average 
time of 17 months. 


In the evaluation of the group psychotherapy proper, a further refinement was 
made. Here the attempt was made to determine whether the amount of group 
psychotherapy received—in terms of the number of group psychotherapy sessions 
attended—was related to improvement. The subject group was dichotomized with 
respect to both variables and Chi Square tests of significance were computed to see 
if such a relationship existed. 


RESULTS AND DiIscuSsSION 

Improvement by Staff judgment, test change, and follow-up criteria. Of the 120 subjects 
under treatment, 79 were judged to have improved to the extent that they were con- 
sidered ‘“‘no longer a menace to the health and safety of others.” The remaining 41 
were judged to have shown little or no improvement and were thereby considered 
‘‘still a menace to the health and safety of others.”” As previously noted, the subject’s 
improvement was judged largely in terms of the degree of insight he exhibited into 
his problem and his improvement in over-all adjustment as revealed in changes in 
attitude and behavior on the ward. 

The over-all MMPI changes on the various scales and their statistical sig- 
nificance are presented in Table 1. Significant changes occurred on only three scales, 
the K, D, and SD scales. The D and SD scales showed a reduction while the K scale 
showed an increase. The meaning of these changes will be discussed in the next 
section dealing with the nature of improvement as indicated by test change. How- 
ever, since changes on the SD (Sexual Deviation) scale were selected as the principle 
test criterion of improvement, it is pertinent to note that the difference between the 
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TaBLE 1. MMPI Scores BEFORE AND AFTER THERAPY (N = 120) 
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means of the first testing upon entering the hospital and the second testing one year 
later was significant at the .001 level of confidence. This lowering of scores on the 
SD scale represented a less deviant response or scores more closely approximating 
those of the ‘‘normal”’ group used in the validation of the scale. 

In evaluating the effects of therapy, the ultimate criterion is how the patient 
finally adjusts in his real life situation. Of the 79 sex offenders who were judged im- 
proved enough to be returned to society, only 3 were arrested again for sex offenses 
and recommitted at the time this study was made. Their routine F. B. I. arrest 
records were available for this follow-up. The subjects had been out in society for 
periods of time ranging from 6 months to 3 years with an average time of 17 months. 
It is possible that some of the others may have become involved in difficulties with- 
out the information becoming available. 

The present figures on improvement are roughly comparable to those of Lieber- 
man and Siegel who report that approximately 77 per cent of the patients under- 
going intensive therapy at Mendicino State Hospital during the years 1952-54 were 
discharged as improved. Preliminary studies at the same hospital showed a low rate 
of recidivism. Similarly, in a brief description and evaluation of the program at 
Atascadero State Hospital, Kivisto®’ reports marked personality changes in the 
patients undergoing intensive therapy by the end of the 15th month with a recidi- 
vism rate of 9 per cent among patients discharged as improved. These figures from 
all three State Hospitals seem particularly promising when it is realized that before 
1946 such sex offenders were imprisoned from 5 to 10 years and then released to 
society and that the rate of recidivism as well as the cost of imprisonment was 
extremely high®. Too, the fact that 45 per cent of the men in the present study had 
been arrested at least once before for sexual offenses would indicate unsatisfactory 
results from previous methods of dealing with the problem. 


Nature of improvement as indicated by test change. Table 1 shows that the initial 
MMPI scores of the subject population tend to be somewhat elevated on all scales, 
with the Pp (Psychopathic Deviate) scale being abnormally high. Statistically 
significant changes occurred on only three scales of the MMPI, the K, D, and SD 
scales. 

The significant reduction of scores on the D scale is consistent with the findings 
of other investigators®’. The high D score indicates poor morale and inability to 
assume a normal optimism for the future which might be expected of the sex offender 
patient who has been arrested and finds himself committed to a state hospital for 
treatment. Similarly a reduction on the Depression scale would be expected of 
patients who have made an adjustment to the hospital environment and are receiving 
psychotherapy. The tendency for scores on this scale to remain somewhat elevated, 
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however, would indicate that many of these patients lack self-confidence and are 
prone to worry about their problems“. The findings of Kivisto®? tend to bear this 
out since the typical sex offender subject he studied at Atascadero State Hospital 
failed to see himself as a man or an adult and dreaded responsibility. 

The significant increase of scores on the K scale is again what might be expected 
of patients after a long period of enforced treatment, since a high K score represents 
a defensiveness against psychological weakness and an attempt to make oneself ap- 
pear as normal as possible even at the expense of deliberately distorting one’s 
answers This increase in defensiveness may have accounted for some of the de- 
crease in scores on the Sexual Deviation Scale. As we have noted, the significant 
reduction in scores on the SD scale represented less deviant responses or scores more 
closely approximating those of the ‘‘normal’’ group used in the validation of the 
scale. Interestingly enough, scores on the SD scale remained elevated on the retest 
despite a significant decrease from the initial test. In this sense they indicated that 
some improvement had been made, but that tendencies toward deviate sexual be- 
havior were by no means completely cleared up. 

\lthough not statistically significant, it is interesting to note that the Pp scale 
vhich was already highly elevated showed an increase after treatment. Since Pp is 
purported to measure psychopathic deviant traits, it is a measure of a deep-seated 
personality or character disorder which is refractory to treatment 

The resistance of persons showing a high Pp score to therapeutic change has been 
pointed out by a number of investigators including Hathaway and McKinley. In 
the manual which accompanies the MMPI they state, ‘‘No therapy is especially 
effective in improving persons with high Pp scores, but time and careful, intelligent 
guidance may lead to adequate adaptation.” °- °°) This statement is particularly 
provocative in relation to the findings of the present study. It would appear that 
therapy with sex offenders may change their attitudes and sexual outlets without 
modifying the basic personality disorder appreciably. Success of therapy, of course, 
is always relative to the goals prescribed, and with the convicted sex offender the 
goal of conforming to accepted sexual patterns takes precedence over any personal 
adjustment goals. Consequently this finding would not appear to militate against 
the success of the present therapy in inducing changes which makes these patients 

no longer a menace to society”’. 

Curiously enough, the MMPI profiles of subjects diagnosed as neurotics and 
as psychopaths differed only in relation to the amount of elevation on the Pp scale, 
the psychopaths being significantly higher as a group. However, the subjects diag- 
nosed as neurotics were also markedly elevated on this scale. After treatment, each 
subject group showed a slight but not statistically significant increase on the Pp 
scale, indicating no significant difference between these two groups in basic person- 
ality change following therapy 


Relation of number of group psychotherapy sessions attended to improvement. Utilizing 
the staff judgment criterion of improvement, there was a statistically significant 
relation between the amount of group psychotherapy received and improvement 
p < .001). Those receiving maximum therapy were judged improved significantly 
more often than those receiving minimum therapy. 

In addition, there was also a relationship (p < .05) between amount of therapy 
and the K scale. Those with the greatest amount of therapy showed the greatest 
elevation of the K scale. This may not only indicate greater defensiveness in taking 
the test but be a healthy indicator in the sense of emotional concern with appearing 
normal. In fact, Sweetland and Quay’? consider a slightly elevated K scale follow- 
ing therapy to be a measure of healthy emotional adjustment and personality inte- 
gration. If this is a valid conclusion, the relation to amount of therapy is more under- 
standable. This relationship between amount of therapy and improvement would be 
expected if the group psychotherapy were a crucial part of the total treatment pro- 
gram. The fact that the relationship was found to exist by both the clinical judgment 
and test criteria would also tend to give greater support to its validity. 





GROUP THERAPY WITH SEX OFFENDERS 


SUMMARY 

The present investigation was concerned with describing and evaluating a 
group therapy program with sex offenders in an institutional setting. The therapy 
program involved three complementary approaches: (a) sociotherapy—development 
of a ‘‘therapeutic community”’, (b) formal group psychotherapy, and (c) adjunctive 
therapy such as occupational and recreational therapy 

Three criteria were utilized in evaluating the therapy program: the staff judg- 
ment criterion, the test change criterion, and the treatment follow-up criterion. The 
evaluation focussed not only on the results of the total therapy program but also 
upon a determination of whether the amount of formal group psychotherapy re- 
ceived by the sex offender patients was related to improvement. Of the 120 subjects 
under treatment, 79 were judged to have improved to the extent they were no longer 
considered ‘‘a menace to the health and safety of others.’’ A typical MMPI profile 
for sex offenders, as found in this study, showed a general elevation of all scales with 
a distinct peak on the psychopathic deviate scale. Following treatment, statistically 
significant changes occurred on only three sub-scales, the K, D, and SD scales. All 
of these changes were in a desirable direction. The highly elevated Pp scores re- 
mained elevated for both the improved and unimproved patients, apparently in- 
dicating that therapy with sex offenders may change their attitudes and sexual out 
lets without appreciably modifying the basic personality disorder. Of the 79 sex 
offenders who were judged improved enough to return to society, only 3 were arrested 
again for sex offenses after an average period of 17 months. A statistically significant 
positive relationship was found between the amount of formal group psychotherapy 
received and improvement 
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PATIENT EXPECTANCIES, SYMPTOM REDUCTION AND ASPECTS 
OF THE INITIAL PSYCHOTHERAPEUTIC INTERVIEW 
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Staunton Clinic, Unive sily of Pittsburgh School of Medicine 


PROBLEM 

The nature and influence of patient expectancies in the psychotherapeutic mter- 
action has aroused increasing interest in recent years. The relation of patient ex- 
pectation of improvement due to psychotherapy to the improvement which appears 
to take place has, perhaps, received the greatest attention of researchers in this area. 
Results, however, have tended to he conflicting, major sources of difficulty including 
the very diverse patient samples and varying definitions and measures of the criterion 
of improvement. Specific investigators have suggested both a positive, linear re- 
lationship between these two variables“*: '® and absence of correlation between 
them“: §’ Somewhat parallel research in the area of level of aspiration “: 'S’ tends to 
suggest that expected improvement and “‘perceived”’ improvement may, in fact, 
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covary in a positive, curvilinear manner. In the present investigation, a further 
attempt at clarifying this relationship is made. 

An almost equally conflicting series of findings, in this case in level of aspiration 
research, gives rise to the second concern of the present study, 7.¢., the degree to 
which the patient’s expectancy of improvement estimate reflects motivation for 
improvement. Studies by Bayton”?, Irwin and Mintzer“*?, and others clearly lead 
the present writers to conclude, as Kausler“*: ». #46) has “. . . little is known about 
the effects of LOA as a motivational variable.’’ With more specific reference to 
psychotherapy, the present study takes a position in accord with Frank’s“? that the 
greater the need for relief of symptoms, the greater will be the patient’s expectancy 
that such relief will ensue. That is, the patient’s expectancy of improvement, defined 
in the current study in terms of expectancy of symptom reduction, will covary with 
his motivation for obtaining such symptom reduction. 

An additional aspect of the present study concerns the nature of the patient’s 
referral to his psychotherapist. As Frank“: »°- !81®) has stated: “‘.. . many aspects 
of the psychotherapeutic situation . . . supply cues which tend to impress the patient 
with the importance of the procedure, and also to identify psychotherapy with other 
healing methods. In both ways they strengthen his expectation of relief .. . The 
cues start to operate before the patient and therapist meet .. . Psychiatrists working 
with outpatients are rightly concerned that the referral heighten the patient’s favor- 
able expectations ...’’ The effect of the nature of the referral to psychotherapy on 
patient expectation and on the logically related variable ‘‘confidence in the clinic’, 
therefore, form the third area of interest for the current investigation. 

Lastly, characteristics of the psychotherapist have been stressed by several 
investigators ‘: *. 6. 1°. 2) as being crucial determinants of major aspects of the thera- 
peutic outcome. The type of psychotherapists used in the present study was such 
that there existed wide variation among them in the favorableness and unfavorable- 
ness of their attitudes toward the value of psychiatry and psychotherapy. The 
relation of these attitudes to the degree of patient symptom reduction, therefore, was 
our final focus of interest. 


HYPOTHESES 

1. Patient’s expectation of symptom reduction due to psychotherapy is related : 
(a) positively and curvilinearly to perceived symptom reduction, and (b) positively 
and linearly to degree of patient pre-therapy symptom intensity. 

2. The nature of the patient’s referral for psychotherapy effects his: (a) pre- 
oer expectation of symptom reduction, and (b) pre-therapy confidence in the 
clinic. 

3. The degree of favorableness of the psychotherapist’s attitudes toward 


psychiatry and psychotherapy is positively and linearly related to the degree of 
patient symptom reduction. 


METHOD 


The patient sample consisted of 30 psychoneurotic outpatients, 15 males and 
15 females. The mean age of these individuals was 34+ 11.2 years and, almost with- 
out exception, they represent a lower class socio-economic group. The 30 therapists 
were all senior medical students who saw patients for psychotherapy as part of the 
psychiatry requirement of their medical curriculum. Definition and measurement of 
variables used was as follows: 


Patient expectation of symptom reduction was operationally defined as the difference between 
the patient’s responses to a symptom-intensity inventory“: *) under “‘present-self’’ (PS) test- 
taking orientation and his responses to the same inventory under “‘expected-self’’ (ES) orienta- 
tion, when both sets of responses are obtained before the first therapy session. 


Patient perceived symptom reduction was defined in operational terms as the difference be- 
tween the patient’s responses to a symptom-intensity inventory under PS orientation prior to the 
first therapy session, and his responses to the same inventory under the same test-taking orienta- 
tion immediately following his initial psychotherapeutic interview. 
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Confidence in the Clinic was operationally defined as the mean rank assigned by the patient to 
‘Clinic’? when he is: (a) presented with a list of 50 common symptoms, each of which is followed 
by five alternative sources of help (Friend, Parent, No One, Clinic, Clergyman), and (b) he is 
instructed to respond to each symptom statement by ranking the five possible sources of help 
in the order in which he would recommend them to a friend if the latter had the given complaint.’ 

This instrument, the Friend’s Problem Inventory’, as well as the symptom-intensity in- 
ventory given under PS and ES instructions, consist of the same 50 statements, with test formats, 
however, differing as indicated above. 


Attitudes toward psychiatry and psychotherapy was operationally defined as the score obtained 
by the therapist on the Attitudes toward Psychiatry Scale “*), an instrument consisting of 54 
favorable and unfavorable statements regarding psychiatry and psychotherapy to which the 
respondent must either agree or disagree. 

Nature of referral for psychotherapy was defined in terms of the assumption that individuals 
in mental health professions would be more likely than other possible referral sources to explicitly 
and implicitly impart to their patients favorable attitudes toward psychotherapy. Patients were 
thus classified into two groups, this assumed dichotomy representing favorable versus neutral and 
unfavorable referrals to psychotherapy. Specifically, favorable referral sources were assumed to 
include psychiatrists, psychologists, social workers and self-referrals; neutral and unfavorable 
referrals included general medical practitioners, non-psychiatric medical specialists, parents, 
friends, and others. 


All patients responded to the symptom-intensity inventory, under PS and ES 
orientations, and to the FPI immediately prior to their initial psychotherapeutic 
interview, and to the symptom-intensity inventory again, under PS orientation, 
immediately following this interview. Therapist responses to the Attitudes toward 
Psychiatry Scale were obtained prior to the therapist’s first therapy session 


RESULTS AND DIscussION 
The correlations between patient expectancy of symptom reduction and patient 
perceived symptom reduction (Epsilon) and between expectancy and pre-therapy 
symptom intensity (Pearson r) are presented in Table 1. The findings presented 
TABLE 1. CORRELATIONS OF EXPECTANCY WITH PERCEIVED SYMPTOM 
REDUCTION AND PrRE-THERAPY SYMPTOM INTENSITY 


Variable Correlated with Expectancy Correlation Fr 


Perceived Symptom Reduction 4058» < .05 

Symptom Intensity 530° <.01 

aCorrelation ratio (Epsilon) 

>The test for goodness of fit indicates a departure from rectilinearity significant 
at the .05 confidence level. 

*Pearson r. 


indicate a significant curvilinear relationship between the degree to which patients 
anticipate symptom reduction due to psychotherapy and the symptom reduction 
they perceive as taking place during their initial interview. The extent to which one 
is justified in generalizing this finding deriving from.a single interview, to psycho- 
therapy as a whole, would appear to depend (in addition to such procedures as 
replication) on the appropriateness of considering the single session as a miniature 
reflection of the overall therapeutic series. Lennard and Bernstein “*) and, to a lesser 
extent, Howe and Pope“! have examined this issue in considerable detail and report 
this assumption to be partially justified on several dimensions. The evidence bearing 
on the issue of generalizability of results under these design parameters is far from 
complete, however, thus suggesting caution in the extrapolation of such results to 
more extended psychotherapy. With reference to the present study’s findings, there- 
fore, moderate patient expectation of therapeutic gain is associated with the greatest 
initial interview symptom reduction, at least from the patient’s vantage point. One 


1The lower the mean rank assigned by the patient to ‘‘Clinic’’ the greater is his assumed con- 
fidence in the Staunton Clinic. 
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might speculate that moderate patient expectation of symptom reduction represents 
the most ‘‘accurate’’ expectancy on a dimension of objectivity-subjectivity. The 
very low and very high expectors of symptom reduction, both types of individuals 
who perceived very little symptom reduction, may well be demonstrating the 
rigidity of anticipation discussed by Lennard and Bernstein“* in another context. 
Further, these may be individuals evidencing the characteristic psychoneurotic be- 
haviors of either very low self-esteem and feelings of worthlessness (low expectors) 
or rigidly high aspirations which are unresponsive to external evidence (high ex- 
pectors 1s, 18 

Table 1 also indicates a significant linear relationship between pre-therapy 
patient expectancy and the number and intensity of symptoms which the patient 
attributes to himself before therapy. This relationship may indicate, especially if 
confirmed in subsequent research from a causal rather than correlational perspective, 
that the greater the degree of patient stress or discomfort, the greater his motivation 
for obtaining relief and, thus, the greater his expectancy that such relief will ensue. 
The current study’s finding, while falling short of this because of its correlational 
nature, certainly appears to strongly suggest a major motivational component in the 
patient’s expectancy estimate 

Table 2 presents the effects of referral source on both patient expectancy of 
symptom reduction and patient confidence in the Clinic. As Table 2 indicates, re- 
sults failed to support the hypothesized effect of referral source on patient expec- 


TABLE 2. Tue Errects oF REFERRAL SOURCE ON EXPECTANCY AND CONFIDENCE 


Patient Referral Mean Patient 
Variable Source Score 
Mental 

1.19 
Health 
Expectancy 

Other 


Mental 


Health 
Confidence 
Other 


tancy. One is lead to suspect that each subgroup of the ‘‘mental health’’ versus 
“other” referral dichotomy represents too great an admixture of referral qualities to 
be justifiably considered a favorable versus neutral and unfavorable dichotomy. 
Table 2 also demonstrates, however, a significant effect of referral source on patient 
confidence in the Clinic, thus tending to suggest the appropriateness of this a priori 
dichotomy. The difference in responsiveness of these two patient characteristics to 
referral source may well revolve around the multiplicity of determinants of individ- 
ual expectancies. As Rotter’: °°") has stated: “‘. . . generalization, patterning, 
effects on expectancy of past experience, the unusualness of an occurrence, ambiguous 
cues, and so on, make up some of the variables that affect internal probability or 
expectancy.’ Confidence in the Clinic, while certainly not solely a function of re- 
ferral source, may well be less subject than expectancy to the variety of influences 
suggested by Rotter, and thus a clearer effect of referral source on confidence is dis- 
cernible. 

As the final concern of the present study, the degree of favorableness of the 
therapist’s attitudes toward psychiatry and psychotherapy was correlated with the 
degree of symptom reduction reported by the patient. A correlation of .387 was ob- 
tained, indicating a relationship between these participant variables significant at 
the .05 confidence level. This finding, in addition to its obvious countertransference 
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implications, appears in general to be yet another of the growing number of illustra 
tions available in the literature of the significant relationship between therapist and 
patient characteristics in the psychotherapeutic interaction 


SUMMARY 
Thirty psychoneurotic outpatients were seen in initial psychotherapeutic 
sessions by therapists who were senior medical students. Measures were obtained of 
the patient’s expectancy of symptom reduction due to therapy, the symptom re- 
duction perceived by the patient, and the favorableness of the therapist’s attitudes 
toward psychiatry and psychotherapy. The following hypotheses were examined 


1. Patient’s expectation of symptom reduction due to psychotherapy is re- 
lated: (a) positively and curvilinearly to perceived symptom reduction, and (b 
positively and linearly to degree of patient pre-therapy symptom intensity. 


2. The nature of the patient’s referral for psychotherapy effects his: (a) pre- 
therapy expectation of symptom reduction, and (b) pre-therapy confidence in 
the Clinic. 

3. The degree of favorableness of the psychotherapist’s attitudes toward 
psychiatry and psychotherapy is positively and linearly related to the degree of 
patient symptom reduction. 


With the exception of the hypothesized effect of referral source on expectancy, 
the above hypotheses were all confirmed. Several bases for these findings were dis- 
cussed. 
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PREDICTIVE JUDGMENTS OF THERAPISTS AND DURATION 
OF STAY IN PSYCHOTHERAPY 


D. CRAIG AFFLECK AND SOL L. GARFIELD 


Nebraska Psychiatric Institute 


PROBLEM 


Early discontinuation in outpatient psychotherapy is a reliable finding reported 
in many settings® * * ”. While much work has been done appraising the effect 
of patient variables on duration of stay, relatively little attention has been given 
to the relationship of therapists’ judgments to duration of stay. In a recent study “? 
we found that therapists show a high degree of agreement in terms of judgments of 
prognosis, personal feelings toward patients, and interest in taking patients on for 
therapy when evaluating candidates for outpatient psychotherapy. These ratings 
also showed moderate intercorrelations (.63 to .66). Patients who evoked positive 
feelings from therapists were characterized as having significantly more assets, 
particularly intelligence, motivation, anxiety and insight. However, when ratings of 
anxiety, defensiveness, prognosis, personal feelings and interest in taking the patient 
on for therapy were related to actual duration of stay in psychotherapy, it was found 
that only ratings of progncsis showed a significant difference between remainers and 
terminators. 

This study evaluates further the relationship of therapists’ ratings of patients 
to duration of stay in therapy, and appraises the effect of clinical experience on 
these relationships. Fifteen rated variables were utilized and compared with dura- 
tion of stay in outpatient psychotherapy. Six of the variables were the same as those 
studied previously and thus constitute a partial replication of our previous study. 
In addition, nine other rated variables were evaluated. 


METHOD 


Ratings were secured at an outpatient staff meeting on all patients evaluated 
for outpatient psychotherapy. These ratings were made after the presentation of all 
intake data on the patient. In all cases, patients had been seen by a social worker 
and a psychiatric resident. In about one-half of the cases, they were also seen by a 
clinical psychologist. Independent ratings were made by staff members, psychiatric 
residents, and social work students after presentation of the intake data and prior to 
any discussion. Fifty-seven patients were rated. Not all raters were present at each 
session, the median number of patients rated was 27, the range of patients rated by 
a given rater was 3 to 56. 

The 15 variables rated on a five-point scale were therapeutic prognosis, anxiety, 
intelligence, defensiveness, personal feelings toward the patient, interest in taking 
the patient on for therapy, motivation for change, ability to express feelings, insight, 
achievement level, independence, psychiatric disability, environmental situation, 
potential for developing a therapy relationship, and amount of help the therapist 
felt he could give the patient. The first six variables listed were those which were 
also evaluated in the previous study. In addition, raters were asked to make a 
specific prediction of duration of stay. 


RELIABILITY OF RATINGS AND PSYCHOTHERAPY EXPERIENCE 


The reliabilities of the scales were analyzed by means of Ebel’s technique? for 
three staff members, five psychiatric residents and four student social workers who 
had rated the greatest number of patients in common. These groups had rated in 
common 16, 14 and 14 patients, respectively. The staff members ranged in exper- 
ience from five to eight years, the psychiatric residents were in their second year of 
training, and the social work students were in their first psychiatric field assignment. 
The reliabilities of the scales are presented in Table 1. 
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TABLE 1. RELIABILITIES OF STAFF, RESIDENTS AND SociAL WORK STUDENTS FOR ALL SCALES 


Psychiatric Social Work 
Staff (3) Residents (5) Students (4) 
N = 16 N = 14 . N = 14 


Prognosis .7$ 61 
Anxiety 87 
Intelligence 8: 82 
Personal feelings 5: 63 
Willingness to take is 25 
Motivation 7 54 
Feeling expression 36 58 
Insight 3: 5 64 
Achievement 7 75 
Independence 4] 
Disability 76 70 
Number of interviews ( 20 
Environmental situation 67 
Defensiveness ): 70 
Therapeutic relationship 61 
Help can give 66 54 


*If no entry, significance level is less than the .01 level of confidence 


Considering all scales, the staff showed no over-all trend to be more reliable 
than the psychiatric residents (9 out of 16 scales were higher, p = .80). However, 
the residents attained higher reliability than the social work students in 12 out of 15 
scales, (p = .04), and the staff was more reliable than the social work students in 12 
out of 16 cases, (p = .07). Thus, there is some support to the idea that persons show 
greater agreement in making judgments about outpatient candidates for psycho- 
therapy with increased experience. 

As can be seen in Table 1, five scales show the most striking differences among 
the three groups, (differences in r > .35): psychiatric disability, willingness to take 
in psychotherapy, predicted number of interviews, kind of therapeutic relationship, 
and amount of help the therapist feels he can give the patient. The latter four ratings 
deal very directly with the therapy situation and the kind of interaction that is 
anticipated. The differences in reliabilities on these scales were consistent with the 
idea that with more experience, therapists develop more congruent views of the ways 
patients will respond to psychotherapy. The staff attained a reliability of .65 on 
willingness to take, whereas the residents and social work students showed greater 
disagreement among themselves (r = .25, r = .31, respectively). In regard to the 
prediction of the number of interviews kept, the staff showed high agreement (r = 
.79) whereas there was no significant agreement among the residents (r = .20). The 
social work students showed a significant negative relationship (r = —.33). It would 
appear that staff raters tend to have a common frame of reference about thera- 
peutic attrition. The same pattern is also apparent in ratings of the therapeutic re- 
lationship and the help the therapist feels he can give the patient. However, in these 
the ratings of the residents approached those of the staff. Staff and residents agreed 
on the kind of therapeutic relationship with r’s of .78 and .61, whereas the social 
work student reliability was .42. As regards the amount of help the therapist can 
offer, the staff and residents showed greater agreement (r = .66 and r = .54, re- 
spectively) than the social work students, who showed no significant agreement 
(r = .04). 

It should be noted that the social work students showed high reliability in 
ratings of intelligence, and moderate reliability in ratings of prognosis, anxiety, 
personal feelings toward patient, motivation for change, ability to express feelings, 
level of achievement, independence of patient, environmental factors affecting 
therapy, and kind of therapy relationship. Over-all, they tended to show greater 
agreement in the areas where their training, with its emphasis on social and environ- 
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mental factors, has been focused. They showed less agreement relative to more 
experienced clinicians on more direct ratings of psychotherapeutic aspects or out- 


come 


RELATIONSHIPS OF JUDGMENTS TO DURATION OF STAY 


Of the 57 patients rated initially, 46 were offered outpatient therapy in this 
setting rhe disposition of the other 11 patients varied hospitalization was recom- 
mended in five cases, three were referred to other agencies, and in three cases therapy 


was not recommended. Because of the small number of cases refused treatment, no 
analysis of their ratings was done 

The 46 patients assigned to outpatient therapy were dichotomized into two 
groups on the basis of number of psychotherapy interviews kept. The median 
number of interviews kept in this sample was eight. This is somewhat less than the 
median of 12 interviews found in a previous study in this clinic with 78 outpatient 
cases Twenty-two patients who kept 0-7 interviews were designated as termina- 
tors (T), the remaining 24 patients who kept more than seven interviews were de- 
signated remainers (R). Table 2 presents a summary of patient variables and length 
of treatment. As was found in a previous study , the differences obtained between 
the two groups in sex, age, education and diagnosis were not significant. 


) 


PaBLe 2. PATIENT. VARIABLES AND MeEpIAN LENGTH OF TREATMENT 


Patient Variables Number of Treatment Interviews 


0-7 Over ¢ Totals 


mex 
Male 
Female 

Diagnostic Category 
Psychosis 
Psychoneurosis 
Personality disorder 
Other 

Age (median 

Education (median) 


The relationship of the ratings of the three groups, staff, psychiatric residents, 
and social work students, to actual duration of stay was analyzed. Mean ratings of 
each of these groups of raters were computed for all patients assigned to therapy. 
None of the differences in the ratings between the T and R group approached sig- 
nificance. An analysis was then made of the direction of the differences. Those who 
remained longer in psychotherapy were rated by the staff more positively in 10 of 
the 15 assets surveyed (p = .30). Only seven of the ratings of the residents varied 
in this direction (p 99). The social work students had only four scales varying in 
this direction (p = .11 Thus, there was no evidence that patients rated more 
positively in terms of therapeutic assets actually remain longer in psychotherapy. 
Our previously reported finding on the relationship of ratings of prognosis to dura- 
tion of stay in psychotherapy ‘*’ was not confirmed in the present study 

The mean ratings on all scales for terminators and remainers were also eval- 
uated separately on the basis of the ratings of the psychiatric resident who inter- 
viewed the patient and the individual rater who eventually took the patient in 
therapy. None of the mean differences in the scales for terminators or remainers 
were significantly different when analyzed for these two classes of raters. 

The raters also made a specific prediction of duration of stay for each patient 
rated. (The prediction choices of interviews to be kept were none, 1-4, 5-10, 11-20, 
and over 20.) Of the total number of predictions made by the social work students, 
68 per cent were in categories greater than ten interviews. This response bias en- 
abled them to achieve an accuracy of 77 per cent in identifying patients who re- 
mained more than ten interviews, but at the expense of only 24 per cent accuracy of 
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prediction for those dropping out at or before the tenth interview. The psychiatric 
residents, on the other hand, were much less optimistic about duration of stay 
only 43 per cent of their predictions adie ated that patients would remain beyond 
the tenth intervie They were correct 50 per cent of the time in predicting those 
remaining more chen ten interviews and hit correctly 61 per cent of their predictions 
of patients terminating at or before the tenth interview. The staff response bias was 
to predict 61 per cent of the time that patients would remain more than ten inter- 
views. This led to an 87 per cent correct identification of those dropping out after 
the tenth interview and a 52 per cent accuracy in identifying those who dropped out 
at or before the tenth interview. Thus, 6 ‘re Was no consistent pattern in regard to 
the relation of experience and response bias both the staff and the social work stu- 
dents showing over-optimistic trends in regard to duration of stay. Further analysis 
indicated marked inaccuracy for all groups in the prediction of the very early termin- 
ator. Accuracy of prediction ol patients keeping less than five interviews for the 
social work students, residents and staff were 5, 22 and 15 per cent, respectively. It 
would appear from this study that little confidence can be placed in the ability of 
clinicians to identify the very early terminator on the basis of intake data 


DISCUSSION 

The most striking finding of this study is the moderate to high reliability of 
ratings of experienced judges on therapeutic assets of therapy candidates and the 
failure of these judgments to relate to actual duration of stay in psychotherapy. The 
increasing consensus about therapy candidates among those with more « xperience in 
therapy may relate to a more developed frame of reference concerning the ideal 
therapeutic situation. However, the fact that patients are assigned to a specific and 
not necessarily ideal therapist is a factor of considerable importance here. Our data 
can be interpreted as suggesting that there is a substantial degree of specificity in 
each therapeutic situation Che failure of broad actuarial variables (sex, education, 
age, diagnosis) and the failure in this study of therapists’ judgments of hypothesized 
therapeutic assets to show a significant relationship to duration of stay suggest the 
need to evaluate specifically the nature of the therapeutic interaction in the initial 
therapy sessions and its relation to duration of stay. Research is now beginning in 
this setting on factors in therapist behaviors which interact favorably (in terms of 
duration of stay) with the negatively and positively viewed patient 


SUMMARY 


Fifteen variables relating to psychotherapy assets were rated by therapists on 
the basis of the intake information of out-patient candidates for therapy. A specific 
prediction of duration of stay was also made. Despite evidence that experience in- 
creases the reliability of these judgments, particularly those dealing directly with the 
therapy situation, the ratings were not significantly related to actual duration of 
stay. A general bias in the direction of being over-optimistic about patient length of 
stay resulted in marked difficulty in the correct identification of the early terminator 
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COMMUNITY ADJUSTMENT OF SCHIZOPHRENICS! 
DAVID LEVINE AND LOUIS DELMAN 
University of Nebraska V.A. Hospital, Lyons, N. J. 


PROBLEM 
This study is an exploratory investigation of the manner in which psychiatric 
hospitalization is related to other psychological variables. The design of the study 
is a comparison of two groups of Veterans Administration neuropsychiatric hospital 
patients. One group consists of schizophrenics who remained out of the mental 
hospital for at least five years following their first trial visit, while the second group 
consists of patients who returned to the hospital within the five-year period. 


METHOD 

The sample consisted of those male, white, World War II veteran, schizophrenic 
patients released for their first ‘‘trial visit’’ from a Veterans Administration neuro- 
psychiatric hospital during 1947 who had no previous neuropsychiatric hospitaliza- 
tions. Any patient on whom five-year follow-up data could not be obtained was 
dropped from the study. 

For each of the remaining subjects, all official Veterans Administration folders 
were obtained. The material in these folders was read by one of several V. A. staff 
psychologists, who then completed a questionnaire and rating form covering the 
following general areas: descriptive data, socio-economic status, family background, 
early childhood, military experiences, attitudes toward ‘“‘his illness’, personality 
characteristics, self-concept and goals, history of anti-social behavior, and present 
family picture.’ 

RESULTS 

The results indicate that schizophrenics who are readmitted from a trial visit 
differ in some important respects from those who remain in the community for at 
least five years. The readmitted patient is likely to have been older at the time he 
went on trial visit (P < .05)* and to have spent more time in the hospital prior to his 
release (P < .05). These findings support the importance of a distinction between 
the ‘‘chronic’’ or process and the ‘‘acute”’ or reactive schizophrenic and are consistent 
with the data in the literature. The difference which reaches the highest level of 
statistical significance (P < .01), however, is one which does not generally receive 
much attention: religion. The findings indicate that Catholics are more likely to be 
readmitted than Protestants. (The sample of Jews is too small to be meaningful.) 

In order to cross-validate the present study, a second sample of schizophrenics 
was selected utilizing the same criteria as were employed in selecting the original 
sample. Although the records for all trial visits starting in 1951 were studied, only 
35 patients fulfilled all criteria for inclusion in the cross-validation study. Analysis 
indicates, moreover, that the two samples differ significantly on important variables. 
The cross-validation sample is an older group of patients (P < .10) and they have 
spent more time in mental institutions (P < .01). Statistical analysis revealed that 
none of the descriptive items having a .05 level of significance in the original sample 
is significant at the .05 level in the cross-validation study. Since the original and 
cross-validation samples differed significantly on crucial variables, it may be con- 
cluded that the validity of the findings of the original study could not be tested on 
the present cross-validating sample. 

The present study does not supply us with information concerning religious 
training, religious beliefs or religious practices. This is an area that might merit 


1The following psychologists also took an active part in the planning of this study: Marianne 
Beran, Erasmus Hoch, John Tucker. Elizabeth Goucher carried out the cross-validation study. Harry 
P. Shelley made valuable contributions to our understanding of the possible relevance of socio- 
economic factors 

*An &page table giving the precise items and results has been deposited with the American 
Documentation Institute. Order document No. 6457, remitting $1.25 for 35-mm microfilm or $1.25 
for 6’ by 8” photocopies. 

*Probability values are based on Chi Square tests of significance. 
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further exploration. However, a second construct which may underlie the observed 
differences between religious groups is socio-economic status. Analysis of five items 
that may reflect socio-economic status (e.g., father’s occupation, level of employment 
skill) indicates that although only one of these variables is significant at the .05 
level (age at the time of leaving school), all the data are consistent with the hypoth- 
esis that patients from lower social classes will tendto be readmitted more frequently 
than patients from the middle class. In addition, the data revealed an obvious re- 
lation between father’s occupation and religion. The results, then, are difficult to 
interpret because of the confounding of two variables, religion and socio-economic 
status. Confounding of religion and socio-economic status has been reported also by 
Strodtbeck®?. Since the present investigation was not designed to isolate either of 
these two variables, our conclusion can best be phrased as follows: In our original 
sample, Catholics tended to come from lower socio-economic class families than 
Protestants and also tended to be readmitted more frequently than Protestants. 

Apart from the findings described thus far, none of the other variables reached 
the .05 level of statistical significance except: ‘“‘Correspondence with the VA origi- 
nates exclusively or partially with the patient’’. Patients who took this initiative in 
correspondence tended to remain out of the hospital. Taking the initiative in cor- 
respondence also has been reported“? to be related to socio-economic status, how- 
ever, and as such is consistent with the possibility that all the differences found in the 
original sample are related to socio-economic status. 


SUMMARY 
This study compared a group of schizophrenics who remained out of a neuro- 
psychiatric hospital for at least five years following their first trial visit with a group 
of schizophrenics who returned to the hospital within a five year period. It was found 
that the re-admitted patient was likely to have been older at the time he went on 


trial visit, to have spent more time in neuropsychiatric hospitals prior to his release, 
to have been Catholic rather than Protestant, and to be of lower socio-economic 
status. 
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DIRECTIVE TREATMENT OF LONG-TERM CLOSED 
WARD SCHIZOPHRENICS! 


MILTON B. JENSEN AND GARRET H. YANAGI 


Veterans Administration Center, University of Tennessee 
Hot Springs, South Dakota 


INTRODUCTION 
Some recent studies suggest that schizophrenic withdrawal may be amenable to 
some form of external direction. According to Piotrowski‘ and Greenberg“, when 
this direction is given in the form of verbal instruction, responses are produced which 
indicate learning in schizophrenics. Peters and Jenkins“) concluded that guided 
problem solving, following sub-insulin shock and rewarded by candy, improved the 
social adjustment of chronic schizophrenics as seen by the ward nurse. O’Connor 


'The study was accomplished at the Veterans Administration Hospital, Salisbury, North Caro- 
lina. Paper read before The North Carolina Psychological Association May 7, 1960. 
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and Rawnsley“? found no significant change on the Lorr Scale following 40 days 
industrial assignment (clutch plate packing) of two groups of chronic paranoid 
schizophrenics—one group with and the other without psychotherapy. (Actually, 
they found a non-significant trend for the group that received psychotherapy to 
“change for the worse’’.) Replication with two different groups of non-paranoid 
chronic schizophrenics revealed no measurable change in social behavior. Un- 
fortunately, O’Connor and Rawnsley do not report data for no-training control 
groups. This study investigates the effects of intensive directed training on chronic 
schizophrenics 


METHOD 

The subjects were 14 male schizophrenics who had been on closed wards un- 
interruptedly for two years or more and who verbalized willingness to cooperate.? 
They ranged from 34 to 49 years of age (median, 40.5 years). Length of hospitaliza- 
tion ranged from two to 13 years (median of 5.5 years). Reported schooling ranged 
from the fifth grade to two years of college (median, 8.5 grades). One of the 14 was 
married, one was separated, and 12 had never married. Eleven (5 experimentals and 
6 controls) were on tranquilizing medication. All subjects were pretested on eight 
different tasks and were rated on ward behavior and participation in Recreation 
activities. The tests were: The Jensen Alternation Board, WAIS Vocabulary, Port- 
eus Mazes, Draw-A-Person, Bender-Gestalt, Lincoln Hollow Square, Rotter Level 
of Aspiration (ten instead of 20 trials) and the Kent-Shakow Industrial Formboards. 
The junior author rated the ‘“‘schizophrenicity”’ of the responses on the WAIS 
Vocabulary. Ward behavior was rated by the ward nurse and two nursing assistants 
on an ll-item, 4-point scale taken from the VA Psychiatric Evaluation Project 
Participation in Recreation was rated on a 5-point scale by the Recreation therapist. 

The subjects were divided randomly into somewhat comparable experimental 
and control groups of seven each. The experimentals were given 25 30-minute in- 
dividual practice sessions on the Kent-Shakow and the Rotter over a period of 11 
weeks—two or three times each week. External direction sometimes went as far as 
manipulation of the patient’s hands as well as verbal direction and encouragement. 
E had no contact with the control group during the 11-week period. 

In each session, training began with one practice trial followed by five trials on 
the Rotter. S was encouraged to make high scores, praised for them, and criticized 
for zero scores. He was also instructed in shooting on the Rotter and was given 
knowledge of his total score as compared to that of the the previous sessions. For the 
remainder of each session the subject practiced on the Kent-Shakow Formboard, 
starting with the series which he had failed on the pretest. He was given assistance, 
if needed, to complete the task in the maximum time. When he had learned to do a 
task without help, it was presented to him as a test and the number of wrong moves 
and time to completion were recorded. In this manner, S progressed through the 
series at his own rate of learning, and consistent effort was made to make him aware 
of his improved performance. After 25 sessions of directed practice, all experimental 
subjects had mastered series 4DD of the Kent-Shakow and five of the seven had 
mastered the 5D series. Also, all had reached a fairly stable level of performance on 
the Rotter Level of Aspiration Board. At this point, training was terminated and 
both groups were retested and rated as at the beginning of the experiment. 


RESULTS 
As expected, the experimental subjects scored significantly better at the end 
than at the beginning of the training period on both tests on which they had-been 
trained (above Mann-Whitney .01 level) and the control subjects showed no sig- 
nificant improvement on either test. This confirms the findings“: * previously 


*Our experimental group averaged mental age 6.1 vears (Range 5.0 to 8.2) on the double alter- 


nation (Hodges’) norms) at the onset of the experiment. The control group averaged mental age 
6.8 vears (Range 4.9 to 8.9) at that time. 
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cited. After training, the experimentals excelled the controls at both practiced tasks 
(Mann-Whitney p was .01 for the Kent-Shakow and .04 for the Rotter). There was 
no significant change in the ‘‘schizophrenicity” of verbal responses of either group 
as judged by the junior author 

Improved performance from directed practice on the Rotter and Kent-Shakow 
did not carry over to observed ward behaviors, participation in Recreation, nor im- 
proved scores on the Porteus, WAIS Vocabulary or Lincoln Hollow Square. On the 
Alternation Test both groups showed improvement in total percentile score at the 
end of the experimental period: E critical ratio, 1.61; C critical ratio, 4.61. How- 
ever, the mean percentile gain of the control group was not significantly greater than 
that of the experimental group: Critical ratio, .78. Statistical analysis of our data 
reveals no change in learning on the single, double, 5-position or total alternation 
scores that we may credit to our experimental procedures. Such gains as were made 
were comparable to those reported by the senior author? for NP hospital patients 
retested after elapses of like periods of time 


SUMMARY 

Intensive directed training of long-term closed ward schizophrenics on two non- 
verbal tasks (The Rotter Level of Aspiration Board and the Kent-Shakow Industrial 
Form Boards) resulted in significant improvement—near mastery on the Form 
Boards. There was no such change in the control patients who were not trained. 
But, generalization of this learning was not reflected in (a) ward behaviors, (b) 
participation in Recreation activities, (c) WAIS Vocabulary, (d) Porteus IQ, (e 
Draw-A-Person production, (f) Bender-Gestalt reproductions, (g) Lincoln Hollow 
Square score, or (h) learning as measured by the Jensen Alternation Test 

We demonstrated, as have other investigators, that the long-term schizophrenic 
is capable of learning some tasks with intensive direction. Our data suggest, however, 


that generalization, if any, from such procedures is quite limited. Our findings do not 
support the sometimes popular thesis that any attention-giving procedure (testing, 
talking with, encouraging, etc.) results in general improvement of this type of mental 
patient. Rather, they suggest that this long-term patient learns specific tasks in a 
manner compatible with his impaired capacity for new learning as described by the 
senior author @ 
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MMPI CHARACTERISTICS OF A STATE HOSPITAL POPULATION! 
REUBEN J. SILVER* AND LLOYD K. SINES’ 


University of Minnesota Medical School 


PROBLEM 


Although the clinical utilization of the Minnesota Multiphasic Personality 
[Inventory (MMPI) in state hospitals is widespread, normative data have not been 
reported for this clinical group. Gough? and Guthrie“? have reported the MMPI 
characteristics of selected diagnostic and other clinical groups, but such data per- 
tained to individuals who may differ from state hospital patients in socio-economic, 
demographic, or other important respects. The present study reports MMPI char- 
acteristics of a large, well-defined clinical population*, with reference to several 
specific clinically relevant questions: (a) do diagnostic groups differ in MMPI char- 
acteristics such as profile configuration, elevation, etc.? (b) Does the factor of 
chronicity (length of hospitalization) have MMPI correlates? (c) Does age, as a 
variable, influence MMPI scores or configuration? 


METHOD 
Data will be reported for the following samples within the Fergus Falls State 
Hospital population 


Acute group. As a part of the routine psychological test battery administered to all literate, test- 
able, newly admitted patients under age 65, the MMPI was completed within five days following 
admission to the hospital. The first 187 males and the first 219 females so tested constitute the 
acute group. Diagnostically the males were distributed as follows: 67 schizophrenics, 28 affective 
psychotics (including involutional psychotic reactions), 16 neurotics, 54 personality disorders, 
and 21 of miscellaneous diagnoses. The female group consisted of 97 schizophrenics, 48 affective 
psychotics, 40 neurotics, 22 personality disorders and 12 of miscellaneous diagnoses. The age 
distribution for males ranged from 14 to 63 with a mean of 39.7 and a standard deviation of 13.51. 
For females, age ranged from 13 to 64 with a mean of 38.9 and a standard deviation of 12.26. It 
should be noted that as a part of the admission psychological evaluation, the MMPI was available 
to the staff responsible for final diagnostic determination. Thus, in the acute group, diagnosis may 
have been influenced by the patient’s MMPI characteristics. 


Chronic group. All patients on the continued treatment wards, exclusive of geriatric and medical 
units, who passed an initial screening test for reading and demonstrated the ability to comprehend 
the directions, were given the MMPI. Of approximately 1,000 patients on the continued treat- 
ment wards, 228 males and 208 females completed the test, and constitute the chronic group. 
Diagnostically the males were distributed as follows; 164 schizophrenics, 20 affective psychotics, 
18 personality disorders, and 26 of miscellaneous diagnoses. The female group consisted of 133 
schizophrenics, 29 affective psychotics, and 46 of miscellaneous diagnoses. Of the latter number, 
no single diagnostic group was represented in sufficient number to permit meaningful comparison 
of MMPI data with that of other groups. Even as combined diagnostic groups, the neuroses and 
personality disorders are statistically infrequent among female chronic patients. The age distri- 
bution for males ranged from 18 to 76 with a mean of 48.8 and a standard deviation of 11.50. For 
females, the age range was from 19 to 78 with a mean of 47.3 and a standard deviation of 10.93. 
It should be noted that the diagnosis of patients in the chronic group was, by and large, un- 
influenced by the MMPI, since few patients had been tested with this instrument prior to diag- 
nostic determination. 


In compiling and evaluating the MMPI data it was decided to include all pro- 
files regardless of the validity scale values. By so doing, however, MMPIs were in- 
cluded in the analyses which, according to the usual criteria, would be considered 
invalid because of deviant validity scores, e.g., raw score F greater than 16. Each 
MMPI was scored on the three validity scales, the nine original scales, social intro- 
version (Si), and the ego strength scale (Es) developed by Barron”). 


'This study was supported in part by a grant from the Department of Public Welfare, State of 
Minnesota. 

*This study was initiated while the authors were on the staff of the Fergus Falls State Hospital. 

3For a behavioral description of this hospital population see Fjeld, et. al.. 
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RESULTS 


Comparison of acute and chronic groups. Both configural and subscale differences 
between acute and chronic patient groups may be noted from the data presented in 


TABLE 1. Mean MMPI Scores ror MALEs BY DIAGNOSTIC AND CHRONICITY STATUS 








Affective 


Personality 
Psychosis 


Schizophrenia Neurosis Disorder All Cases 


Acute Chronic | Acute Chronic Acute Acute Chronic! Acute Chronic 
(N =67) (N = 164) | (N =28) (N =20)| (N=16) | (N =54) (N =18) | (N =187) (N =228) 
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10 
16 
63 
70 
64 
71 
58 
70 
69 
75 
59 
56 
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16 
16 
65 
67 
61 
66 
58 
71 
66 
81 
63 
56 
43 


and K are raw scores. Values for all other scales are in T score units. 


In general (and for both sexes), the mean profile of the total 


chronic group has greater elevations on the validity and psychotic scales, and lower 
scores on the neurotic scales than does the mean profile of the acute group. While the 





TABLE 2. Mean M 


MPI Scores FoR FEMALES BY DIAGNOSTIC AND CHRONICITY STATUS 


Affective Personality 


Schizophrenia 


Acute 





7 
15 
17 
60 
61 
59 
67 


58 


*Values for L, F, and K are raw scores. Values for all other scales are in T score units. 


Psychosis 


Chronic | Acute Chronic 
(N =97) (N =133) | (N =48) (N =29) 


7 
1] 
16 
56 
61 
55 
64 
59 
65 
61 
67 
59 
58 
40 


Neurosis 


Acute 
(N =40) 


6 

6 
16 
63 
73 
69 
67 
52 
64 
67 
64 
52 
60 
37 


Disorder 


Acute 
(N =21) 


6 
9 
15 
60 


67 


All Cases 


Chronic 
(N =208) 


= 


7 
14 
16 
59 
61 
58 
67 
58 
72 
62 
75 
52 
58 
40 


mean profile of the acutes reflects anxiety and poor impulse control, the mean profile 
for chronics indicates greater disturbance of thought processes and less effective ego 
defenses. The mean profile of chronic patients suggests a clinical picture quite unlike 
the stereotype of the ‘“‘burned out”’ psychotic. Rather, it reflects marked disorgan- 
ization of ego processes, and considerable psychic discomfort. 
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SIGNIFICANT DIFFERENCES BETWEEN MEAN ScoRES OF VARIOUS DIAGNOSTIC AND 
CuRONIcITY Groupst FoR Each MMPI ScaLe 


. ] 
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Acute 
vs 

Total 

Chroni 


M i! 


** 


by the following code AS—acute schizophrenics; AN—acute neurotics; 
AP-—acute personality disorders; AA—acute affectives; CP— chronic 
chronic affectives 


** 


| Significant at the .01 level 


oups compared by diagnosis. Although acute and chronic group 


iles jiifer. it is possible that differences in the diagnostic composition of the 


{ 


count for + he observed trends. In order to evaluate this possibility, MMPIs 
te and chrome schizophrenics were contrasted, as were profiles of acute and 
mic patients with a diagnosis of an affective psychosis. The mean profile con- 
iguration for the acute schizophrenic group is quite similar to the mean for chronics, 
but differences in elevation are observed on several scales. Chronic schizophrenics, 
regardless of sex, show more bizarre mentation and greater thought disturbance 
higher F and Se)‘ than do acutes. in addition to these cross-sex differences between 
mean profiles of acute and chronic schizophrenics, several other scales show reliable 
mean differences, suggesting that chronicity as a factor independent of diagnostic 
classification has specific MM PI correlates 
Both male and female chronic patients with a diagnosis of affective psychosis 
differ significantly from acutes on several MMPI scales. Chronics, as a group, report 
fewer neurotic symptoms (as reflected by lower mean D, Hy, and Pt scores) than do 
acutes. Male chronics, in addition, appear to be less withdrawn (lower Si) than are 
male acutes, while female chronic affectives report fewer somatic complaints (lower 
Hs), and score significantly higher on Es, a finding which is somewhat ambiguous. 


Differences between diagnostic groups. The results thus far discussed have indicated 
that acute and chronic patients differ on the MMPI, even within comparable broad 
diagnostic groups. An equally important consideration is whether or not specific 
nosological groups within comparable chronicity groups have differentiatable MMPI 
characteristics. To answer this question mean profiles were computed for all schizo- 
phrenics by sex and chronicity status, and were compared with similarly determined 
subsample mean profiles for affective psychoses, neuroses, and personality disorders 
where the respective samples were of sufficient size to permit reliable comparisons. 


‘The reader should note that the mean score on the F scale among male chronic schizophrenics is 
actually beyond the upper limit generally required for acceptance of the profile as “‘valid.’’ Since the 
acceptance of all values of F appears to facilitate the differentiation of the acute from the chronic 
group, it is suggested that this procedure has considerable clinical validity. 
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Che results of these analyses revealed that there are signincant MMPI ile differ 
ences between diagnostic groups, even within comparable sex and hronicity groups 
Specifically, acute affectives show greater elevations on the neurot triad Hs, D, 
and Hy) than do acute si hizophreni s. Further, male affectives showed lower scores 
on Pd. Pa, and Ma. while female affectives have higher scores on Pt than do thei 
schizophrenic counterparts. Finally, several mean subscale differences (F and S« 
especially) are noted between chronic affective and schizophrenic groups. Nonethe- 
less, the profile configurations of the latter two groups are quite similar, suggesting 
that the elevation (magnitude) rather than the pattern of MMPI scale scores differ 
entiates chron psych atriu patie ts ol different diagnosti classincatiol 

Within the acute group, mean subscale scores for neurotics also differ appre 
ciably from schizophrenics. Although female neurotics differ from schizophrenics on 
most of the MMPI scales, the male groups differ only on L, F, and Ma. The impor- 
tance of the validity scales in differentiating diagnostic groups is again evident 

The final interdiagnostic group comparisons of MMPI characteristics to be re 
ported concern the group of personality disorders vs. schizophrenics. For both acutes 
and chronics, male personality disorders differ from schizophrenics on the validity 
and psychotic scales. Neither Pp nor Ma, both of which are usually associated with 
characterological defects, differentiates the two groups. These results suggest that 
although the two groups do not differ in their tendency to ‘‘act out’’, the personality 
disorders show less disorganization of thought processes. In » acute group, the 
male personality disorders show less psychic discomfort (lower mean score on Hs, D 
and Hy) than do schizophrenics. Finally, female personality disorders tend to have 
higher Pp and lower F and S81 scores than do schizophreni s, a finding quite in har- 
mony with clinical expectation 


MMPI differences as a function of age. Although the results thus far reported indicate 
that differentiation of broad diagnostic groups by MMPI configural and elevational 
characteristics is possible, these findings may be more apparent than real; for some 
diagnoses may be highly related to other factors, e.g., age, social class, etc., which may 
themselves account for the observed MMPI differences. As one check on the possible 
effect of age on the MMPI, the age distribution of the schizophrenic sample within 
each chronicity group was dichotomized at 40, and the resultant mean MMPI pro- 
files were compared (mong the male chronics, no significant scale score differences 
were found between the age-determined groups. In the acute group, older males 
show lower scores on Ma (P < .05), suggesting a trend toward lower energy level 
with increasing age 

Among female chronics, older schizophrenics show higher mean Si and Pa 
scores, than do younger patients, and also lower Es (ego strength) scores. Among the 
female acutes, older schizophrenics appear less rebellious (lower Pp) and less anxious 
(Pr) than do younger patients. These few differences within diagnostic groups 
which may be age-related would not appear to account for the many inter-diagnostic 
group differences observed, nor would they appear to be of sufficient importance to 
explain the intra-diagnostic group differences observed between acute and chronic 
patients. 

DISCUSSION 

The results of the present study are in marked contrast to those reported by 
Rubin ©, who found that the MMPI did not differentiate various diagnostic groups. 
Aaronson and Welsh“ suggest that the negative results reported by Rubin might 
have resulted from the former’s failure to insure diagnostic purity. No attempt to 
obtain ‘‘pure”’ cases was made in the present study. Had such an attempt been made, 
greater discrimination between the various groups would probably have resulted. 

Rosen “?, who also found that the MMPI scales differentiated diagnostic 
groups, raises the problem of criterion contamination in evaluating his positive re- 


5These differences are significant at the .05 level. 
*These differences are significant at the .01 level. 
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sults. The data in the present study dealing with the chronic patients suggest that 
criterion contamination is not a sufficient explanation of the differences observed 
between diagnostic groups on the MMPI, since in our chronic sample, at least, 
diagnostic determination was rarely if ever influenced by the availability of MMPI 
data. 

Unlike previous investigations with the MMPI, profiles were not discarded be- 
cause of extreme elevation on the validity scales. Had the usual validity indicators 
been employed, the utility of the MMPI (with chronic patients especially) would 
probably have been considerably less, since many patients obtained extremely high 
scores on the F scale. It is likely that the inclusion of profiles with extreme F scores 
facilitates discrimination among diagnostic groups, as well as maximizes acute 
chronic group differences. Indeed, extreme elevation on F may well be one of the 
most outstanding characteristics of state hospital chronic patients. It would appear 
necessary, then, to re-evaluate the concept of validity of profiles in such populations 
and to examine the possibility of identifying alternative indices. 

The importance of the L and F scales as indicators of psychosis should be re- 
iterated. Since both scales would appear to differentiate the acute from the chronic 
group, it seems quite likely that they possess prognostic as well as diagnostic sig- 
nificance. 

One final point should be emphasized, viz., the ambiguity of the findings with 
the Es scale. Among males, no reliable Es differences between diagnostic or chron- 
icity groups were found. Among females, on the other hand, chronic patients had 
significantly higher Es scores than did acutes. Gottesman“ suggests that this scale 
may be measuring ego-syntonic aspects of the personality, rather than ego strength. 
If so, it is suggested that chronic patients have integrated their symptoms to a 
greater extent than have acutes. As a prognostic index, however, the Es scale is of 
questionable value in a population such as the one studied here. 


SUMMARY 

In order to determine the effectiveness of the MMPI in differentiating various 
state hospital patient groups, data were gathered on 187 male and 219 female acute 
patients, and 228 male and 208 female continued treatment patients at the Fergus 
Falls State Hospital. The results clearly indicated subscale differences between the 
acute and chronic groups, and also between diagnostic groups within the two chron- 
icity categories. When diagnosis was held constant, significant differences in eleva- 
tion were also observed, though the profile configuration was similar for total acute 
and chronic samples. 

In general, schizophrenics showed higher elevations on the psychotic scales and 
lower scores on the neurotic scales. The validity scales were found to differentiate 
acutes from chronics, as well as to reflect differences between diagnostic classes within 
comparable chronicity groups. The few subscale differences which appeared to be 
age-related were considered insufficient to explain the many inter-diagnostic group 
differences observed, as well as the intra-diagnostic group differences found by com- 
paring acute with chronic patients. 
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DESIRABILITY OF PERSONALITY TRAITS AS PERCEIVED 
BY PRISONERS! 
EPHRAIM ROSEN AND SHIRLEY HOLT MINK 


University of Minnesota St. Paul, Minnesota 


PROBLEM 
In earlier papers“: *> the first author reported the interrelations found among 
the three variables of self-appraisal of personality traits, personal perception of the 
desirability of these traits, and perception of their social desirability. The results 
were based on the study of a college student population to whom an abbreviated, 
409-item form of the MMPI was administered three times. For the self-appraisal 
condition the instructions were standard. For the personal desirability condition a 
subject answered true if he thought the behavior or characteristic described in an 
item was desirable in a person of his age and sex. In the social desirability condition, 
he answered true if he believed that society considered the behavior or character- 
istic desirable. Answer sheets for the three conditions were scored for the usual 
validity and clinical scales, the S1 (social introversion) scale, Welsh’s A (anxiety 

scale, and the S-O (subtle and obvious) scales. 


METHOD 

The present study utilized a sample of 52 male adult prisoners. The procedures 
of the earlier study of college students have been duplicated exactly so that the re- 
search on prisoners may be viewed partly as a replication of the student research 
and partly as an exploration of differences in perception of desirability as a function 
of the nature of the perceiver 

The sample consisted of consecutive admissions to a state prison and an adult 
reformatory. All subjects were white and native-born. Mean IQ was 121, range 111 
to 149, and S. D. 8.9. Age ranged from 21 to 63, mean 28.1, and 8. D. 8.2. Their 
offenses covered a wide range of crimes against persons and property. One prisoner 
had been diagnosed alcoholic, one an anxiety neurotic, one a depressive, three 
definitely sociopathic, and four possibly sociopathic. All others were negative for 
diagnosis. 

RESULTS AND DIscussION 

The hypothesis that self-appraisal, personal desirability, and social desirability 
constitute three truly distinguishable variables was explored by intercorrelating 
every scale score in each condition with the score for the same scale in each of the 
other two conditions. The median r’s for prisoners across all scales are +.20 for 
self vs. social, +.22 for self vs. personal, and +.59 for personal vs. social. While the 
first two of these median r’s are almost identical with those found for students, the 
prisoners’ correlation of +.59 between personal and social desirability is significantly 
higher (p < .01) than the corresponding r for students. It appears that the degree of 
unity of the desirability variable is in part a function of who judges desirability. 

To test whether differences found for students between pairs of the three condi- 
tions are replicated for prisoners, normative scores for the latter group and signi- 
ficance of differences between pairs of conditions are presented in Table 1. Anxiety 
scale means are in raw score form; all others are T-scores. No scales have been cor- 
rected for K. A pattern of self-personal and self-social differences similar to those 
previously obtained for students appears, with a few exceptions. Prisoners are 
significantly higher in the self condition on four scales for which no differences were 
found in students: D, Hy, Pa, and Pp-subtle. They show no significant differences 
on three subtle scales for which students were significantly low in self-appraisal: D, 
Hy and Pa. All other differences for self-personal and self-social were replicated. 


'This research was made possible by grants from the Folwell Fund in Psychiatry, University of 
Minnesota, and the Graduate School of the University of Minnesota. 
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TABLE 1. MEAN PrisoNER MMPI Scores AND SIGNIFICANT DIFFERENCES BETWEEN MEANS IN 
Tue THREE CONDITIONS 


Seale Mean Scores Significant Differences 


Personal Social Self Self Personal 

Self Desira- Desira- vs. vs. vs. 
Appraisal bility bility Personal Social Social 
4. —_ al. _ ~4. - 


? 50 50 
L 18.7 59.5 60.5 
Fk 56 

K 55 .$ 


D 


Mf 

Pa 

Pt 

Ma 

Si 

A 

Subtle 

D 

Hy 2 

Pd 13 | 56.¢ 

Pa 

Ma 8 : 62.! 

Obvious 

D 58 .; ) 51.6 a 
Hy 56.5 47 .4 46 sid 
Pd 64 50 47 .: = 
Pa 48 44. 43.‘ sie 
Ma 52.8 46.5 48.1 ” 


Note: The 5% level of significance is denoted by (*); the 1% level by (**). The plus sign indicates 
that the mean of the first of the two variables at the head of the column was larger, the minus sign 
that the mean of the first variable was smaller. 


In personal vs. social desirability, however, very few significant differences exist 
for prisoners, contrary to the large number found for students. This indicates, as did 
the fairly high correlation between personal and social, that for prisoners the two 
facets of desirability are hardly distinguishable. It is also noteworthy that on Pp, 
the scale tapping life experiences, traits, and behaviors most closely related to 
criminal behavior, prisoners have less rigid personal than perceived social standards, 
whereas the reverse held for students. 

In the main the mean profiles for prisoners can be seen to be variants of one 
basic configuration, as was true for students. With a few exceptions the scale means 
in the three conditions tend to rise and fall together. Two of these exceptions are 
noteworthy: the prisoners’ D mean is one of the high points in self-appraisal but not 
in the other conditions, and Pp is the highest peak on self, but not in either desira- 
bility condition. For students D occupied much the same relative position in all 
three profiles, as did Pp. Prisoners thus differ from students in attitudes toward 
characteristics tapped by the Pp scale and also in having a greater discrepancy be- 
tween felt depression and judged desirability of depression. 

Turning to another facet of the role of desirability in personality, desirability 
scores may be viewed as constituting a set of group norms. One may ask how much 
intragroup variability there is with respect to these norms. Prisoners’ median scale 
SD’s are 7.9 T-score points for personal desirability, 8.8 for social, and 9.9 for self. 
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For students the same order of increasing magnitude held, so that for both groups a 
personal desirability norm is somewhat better accepted than judgments of per- 
ceived social desirability, and both of these in turn show less variability than report of 
own personality. 


Item Analyses. The relationship of desirability to personality traits may be explored 
by examination of individual test items as well as test scales. The number of items 
answered discrepantly by each subject in the self-appraisal and personal desirability 
conditions was counted, 7.e., the number answered “‘true’’ in self but perceived as 
personally undesirable, or vice versa. For students the range of discrepantly answer- 
ed items was from 15 to 165, with a median of 85.0 and SD 33.9. For prisoners 
the range is 14 to 249, with a median of 93.5, SD 41.5. 

These results again indicate that appraising oneself is not the same as judging 
desirability of traits, for the median subject in both groups had discrepancies in 
more than one fifth of the items and some individuals had many more. The range of 
number of discrepancies is particularly large for prisoners. No student manifested 
the negative self-image, which can be inferred from a discordance between personal 
standards and own characteristics, in as great a degree as some prisoners did 

An examination was made of the items most frequently answered ‘‘true’’ in one 
condition and ‘false’ in another by 30 per cent or more of each sample. For both 
students and prisoners these fell into three categories: A set of L scale items answered 
“false” in self-appraisal but ‘“‘true’”’ in personal desirability; a group of items describ- 
ing common faults or mild anxieties in oneself or criticizing other people, answered 
“true’’ in self but not in personal desirability; and a number of items expressing a 
variety of interests, answered ‘false’? but perceived as desirable. In addition, 
prisoners, but not students, show many discrepancies on such ‘‘non-normal”’ items 
as admission of unusual sex practices, excessive use of alcohol, periods of restlessness, 
and of course being in trouble with the law. The specific content, as well as the 
degree, of discrepancies between own characteristics and their judged desirability is 
thus in part a function of the group studied. 

The item counts were also used to correlate the number of subjects answering 
“true” in self w «+ the number answering ‘“‘true”’ in the personal condition across each 
of the 409 items. » this method of analysis the focus is on the group rather than on 
individuals, for an item can be answered “true” in both conditions by the same 
number of individuals yet not necessarily by the same specific individuals for the 
two conditions. For students the correlation was +.87 and for prisoners it is +.86. 
In order to test the hypothesis that defensiveness is an important determinant of 
this close fit between the judged desirability of an item and the probability of endors- 
ing the item as true of oneself, the correlation between subjects’ self-appraisal K 
scores and the number of items they answered with a discrepancy between self and 
personal desirability was calculated. For students, the correlation was —.60, and 
for prisoners it is —.62, thus demonstrating that perception of one’s own traits as 
desirable is largely due to defensive attempts to make a good impression. 

The number of discrepant items was also correlated with several other self- 
appraisal scale scores which seemed likely to be relevant to size of discrepancy. 
Table 2 presents these correlations. Their similarity to those previously reported for 

TABLE 2. CORRELATIONS BETWEEN NUMBER OF ITEMS ANSWERED DISCREP- 
ANTLY (SELF-APPRAISAL VS. PERSONAL DESIRABILITY) AND SCORES ON 
ScaLes oF MMPI (Setr-AppralIsac) 


.62** 
.60** 
wa 
Be 


**Significant at 1% level 
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students indicates that in both groups the greater the subject’s tendency to de- 
pression, psychasthenic traits, schizoid traits, or introversion, the more likely he is 
to show discordance between self-appraisal and perception of desirability. 

Personality factors affecting total profile, rather than item or scale, discrepancy 
were investigated by correlating a number of self-appraisal scores with degree of 
similarity of profiles obtained in two different conditions. To measure profile sim- 
ilarity an unpublished technique devised by Dr. 8. R. Hathaway was used. Each 
scale score is given a code number from 0 to 6 depending on score elevation, the 
absolute difference is taken between each pair of code numbers for a given scale in 
the two profiles, and the differences are summed to obtain the profile similarity 
index. The larger the index the more dissimilar are the two profiles. 

Table 3 presents correlations for prisoners between self-appraisal scores on 
several scales and the index of similarity for self-personal, self-social, and personal- 


TABLE 3. CORRELATIONS OF INDEX OF SIMILARITY AND SCORES ON SELECTED 
ScaLes oF MMPI (Se.r-AppPRAISAL) 


Self vs. Self vs. 
Scale Personal Social vs. Social 


K — .33* 41** + .04 
D + .65** + .62°* — .06 
Hy subtle oo" 45** + .02 
Pd 49** 56** + .08 
Mf 10 07 — .36** 
65** + .67** —.11 
ig lated — .20 
65°* 64** — .22 


% level 


**Significant at 1% level 
social. The index was computed across the nine clinical scales and Si, with no scale 
corrected for K. 

The results are consistent with previous student results for self vs. personal and 
for self vs. social profile similarity. For personal-social, however, unlike results found 
with students, all correlations except Mf are non-significant, and the direction of the 
correlations is opposite to those found with students for most scales. Since the cor- 
relations for students were consistently either positive or negative across the three in- 
dices of similarity, it seemed that for the student group the personality character- 
istics measured in the self-appraisal condition were related to a tendency to general 
integration of personality and desirability standards. A low Sc score, for example, 
was predictive of high similarity between self and personal, self and social, and 
personal and social profiles. For prisoners this concept of general integration does 
not seem to hold. The more deviant or disturbed the student, the less his personal 
standards harmonize with his perception of society’s demands. The markedly de- 
viant criminal, on the other hand, shows some tendency (non-significant) to avow a 
set of personal standards which parrot the social standards he perceives. He thus 
pays lip service to social standards but comes into conflict with them in his actions. 


SUMMARY 

Using 409 items of the MMPI, interrelations among college students’ self- 
appraisal of personality traits, personal perception of the desirability of these traits, 
and perception of their social desirability had previously been studied. A parallel 
investigation on a sample of 52 male adult prisoners replicated a number of the 
earlier findings. 

1. Like students, prisoners had many significant differences between mean 
scores for self-appraisal and personal desirability, and also between self-appraisal 
and social desirability. The particular pattern of scales on which these differences 
occurred was also similar for the two groups. 
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2. For both students and prisoners, the three MMPI profiles were similar to 
each other despite significant elevation differences. In both samples, group desirabil- 
ity norms are thus closely tied to actual distribution of personality characteristics. 

3. Within both student and prisoner groups, the distribution for personal 
desirability was more homogeneous than for perceived social desirability, and for 
self-appraisal it was the most heterogeneous. 

4. Many MMPI items to which a large number of students responded dis- 
crepantly, i1.e., ‘“‘true’’ but personally undesirable, or ‘“‘false’’ but desirable, were 
similarly responded to by a large number of prisoners. These items fell into a simple 
and consistent pattern. 

5. Correlations of number of subjects answering ‘‘true’’ to each of the 409 
items in self-appraisal and number considering that item personally desirable were 
almost identical, +.87 for students and +.86 for prisoners. 

6. For both students and prisoners, the number of items answered discrepantly 

varied directly with tendencies to depression, psychasthenic traits, schizoid traits, 
and introversion; and inversely with defensiveness. 
7. An index of profile similarity was correlated with personality trait scores 
The correlations demonstrated that in both groups conflict between self-appraisal 
and standards of personal desirability, and also between self-appraisal and percep- 
tion of social desirability, varied directly with tendencies to all psychopathological 
traits measured, and inversely with defensiveness. 

8. There were some differences between student and prisoner results. For 
prisoners there was no significant relationship between degree of similarity of per- 
sonal and social desirability profiles, on the one hand, and tendency to either psycho- 
pathology or defensiveness on the other hand; for students conflict between the two 
types of desirability was related to the same variables, and in the same direction, as 
conflict between self-appraisal and both types of desirability. Prisoners also had 
many more item discrepancies. A number of these consisted of admission of anti- 


social and psychopathological tendencies considered undesirable by the prisoners 
themselves; in particular D and Pp scores were quite different for prisoners and 
students. 
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MMPI’S OF PARENTS OF CHILD GUIDANCE CASES 
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PROBLEM 

Few studies have reported any objective measurements of the personality ad- 
justments of parents despite the widespread belief that emotional and behavior dis- 
orders in children are related to personality disturbances of their parents. Sop- 
chak®) compared the MMPI profiles of normal college students to those of their 
parents. The MMPI has also been used to compare parents of cerebral palsied and 
noncerebral palsied children’, and of stuttering and nonstuttering children.“ * 
The present study reports on the MMPI profiles, exclusive of the MF scale, of the 
parents of child guidance cases, comparing the performances of mothers and fathers 
to each other and to those of some published reference groups of parents and adult 
psychiatric groups. 
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SUBJECTS AND PROCEDURES 


The sample contained 110 parents ol ¢ hildren referred to a child guidance clinic. 
including 64 mothers and 46 fathers. Parents were tested consecutively as they were 
referred to the clinic over a period of six months, each receiving the group form of the 
M MPI during their first or second visit to the clinic 

Mean ages of fathers and mothers were 39.02 and 34.78 years respectively, 
SD’s 6.8 and 5.5. Mean educational level of fathers was 12.17 years (SD, 2.56), and 
of mothers 12.12 years (SD, 2.04 

Parents of children with nonfunctional disorders were eliminated from the 
sample, and a review of the remaining case records indicated that the children pre- 
sented the usual diverse range of neurotic and behavior problems commonly seen 1n 
guidance clinics 


RESULTS 


None of the parents initially selected obtained raw scores greater than 30, 10, 


16, or 27 on the Question, L, F or K validity scales respectively. The mean T scores of 
both sexes on the MMPI clinical scales, corrected for K, were almost all above 50 
and less than 60 except for mothers’ T scores of 60.9 on the Hy scale and 49.2 on the 
Ma scale. The mothers had significantly higher means than the fathers on the L and 
Sc seales, while conversely the fathers’ mean was significantly higher on the Ma 
scale. Sex differences in means on the other scales were not significant, but mothers 
were more variable than fathers on all but the Pp scales, and were significantly so on 
K, Hy, and Sc. It should be noted that, despite these differences, the overlap of 
score distributions between sexes was considerable on all scales 

Comparisons were made between the mean MMPI scores of the combined 
group of 110 child guidance parents and the parents of both normal and stuttering 
children which Goodstein et al.“ studied. The child guidance parents had sig- 
nificantly highet means than the parents of normals on the Hs, Hy, and Pp scales 
P < .01) and on the D, Pa, and Sc seales (P < .05); their mean scores were higher 
than those of parents of stuttering children on the L, Hs, Hy, and Pp scales (P < .001) 
and on the Sc scale (P 05 

Similar MMPI comparisons were made between the present sample and 
Hovey’s? three groups of hospitalized VA patients, respectively diagnosed as dis- 
sociative-conversion reactions, somatization reactions, and anxiety reactions. On 
validity scales, the parents had a significantly higher mean K score than Hovey’s 
anxiety and somatization groups, but not than the dissociative-conversion group; 
Land F scores of the two samples could not be compared. On the clinical scales, the 
patient groups generally had much higher mean T scores than did the parents. Using 
8 clinical scales, the patient groups had significantly higher T scores than the child 
guidance parents in 17 of 24 scale comparisons. The dissociative-conversion group 
had greater means (P < .05) on Hs, D, Hy, and Ma; the somatization group was 
higher (P < .001) on Hs, D, Hy, Pv, and .Ma, and the anxiety reaction group had 
higher means (P < .001) on all eight scales. The mean score of parents was signifi- 
cantly higher than that of patients only with respect to the dissociative-conversion 
patients on the Pa scale 

rhe relative frequency with which each clinical scale in the present sample was 
the high point in the individual profiles was tabulated according to Welsh’s? high 
point coding system. When two scales were tied at the high point, each was arbitrar- 
ily assigned a frequency of .5. A chi square test between the mothers and fathers 
for this distribution of high point scales did not reveal significant sex differences, nor 
did the present total sample differ from each of Goodstein’s“? parent samples by this 
analysis. However, when the mothers in the present study were similarly compared 


‘Complete tables of means, SD’s, F and t-tests of MMPI scales and Frequencies of High Point 
Scales for Mothers and Fathers are available from Perry London, Psychology Department, University 
of Illinois, Urbana, III 
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with Goodstein’s combined mothers of stuttering and nonstuttering children, the 
overall chi square was significant (P < .05). The larger relative frequency of our 
mothers with Sc as the high point scale contributes most to the size of this chi square. 
Moreover, when the high point distribution of our 110 parents was compared to the 
distribution of all 400 of Goodstein’s parents combined, this difference is significant 
(P < .01). The greater relative frequency of Sc and Ma as the high point for the 
child guidance parents accounts for most of the magnitude of this chi square. 

Finally, a comparison was made of the relative frequency of extreme MMPI 
clinical scale elevations obtained by the mothers and fathers of the present study. 
Thirteen of the 46 fathers and 17 of the 64 mothers had one or more clinical scales 
with T scores equal to or greater than 70, a difference which was not significant by the 
chi square test. However, the mothers had a grand total of 51 out of 512 scales with 
T scores so elevated, a significantly higher incidence (P < .05) than the 22 such 
scores obtained by the fathers out of 368 scales. Thus, those mothers who do score 
such high scale elevations at all, do so on more scales than do corresponding fathers. 

Fathers and mothers of this study were generally more alike than different on 
the MMPI, but as a combined group, they manifested significant differences from 
both the parents of normal and stuttering children on the one hand, and from adult 
neurotics on the other; in general, the child guidance parents fell between those 
groups. Child guidance mothers and fathers obtained their highest scores on Hs, 
Hy, and Pp scales, the so-called neurotic triad; this was also the case with Good- 
stein’s“) parents, and an independent study by Liverant? obtained results almost 
identical with ours. 

The dominance of Hs and Hy as high points make it appear that the child 
guidance parents had two predominating complaints, their own vague or specific 
pains and somatic condition, and the behavior of their child which brought them to 
the clinic initially. In contrast, the parents of stuttering and normal children present 
a marked lack of acknowledged subjective complaints of worry and anxiety, as is 
evident by the relatively low mean Prt scores. 

As for possible biasing effects of differences in sexual composition between the 
patient and parent groups, it is relevant that few reliable differences were found on 
the MMPI scales as a function of the sex of the child guidance parents. Sex differ- 
ences that did occur are of interest in themselves, however, especially since Good- 
stein et al“) found no such differences among the parents of stuttering and of 
normal children. It is possible, therefore, that one factor in whether parents bring 
their child to a guidance clinic is a disparity or a conflict between the personality of 
the mothers and fathers. If further studies should confirm that child guidance 
mothers have significantly higher means on the L and Sc scale and fathers on the Ma 
scale, these findings may. suggest more naive deception, more avoidant or less well 
integrated behavior, and less energetic and more passive behavior by the mothers 
than by the fathers of children who are sufficiently disturbed to be referred to a 
guidance agency. 


SUMMARY 


The MMPI was administered to 64 mothers and 46 fathers of children referred 
to a guidance clinic, and their respective performances were compared on the validity 
scales and eight of the clinical scales. Mothers and fathers had significantly different 
means only on the L, Sc, and Ma scales, and did not differ reliably in their distribu- 
tion of high point clinical scales nor in the relative number of individuals with one 
or more T scores equal to 70. 


Mothers and fathers combined were compared on the MMPI with the published 
means of groups of parents of normal children and parents of stuttering children and 
with those of three groups of VA neurotic inpatients. The child guidance parents 
had reliably higher means than the parent reference groups on several scales, but 
their scores were generally lower than those of neurotic patients. 
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HATHAWAY VS. WELSH ON CODING THE MMPI AND A METHOD 
PROPOSED TO RECONCILE DIFFERENCES OF VIEWPOINT 
ARTHUR F. CLAGETT 


Baker, Louisiana 


PROBLEM 

All researchers with the Minnesota Multiphasic Personality Inventory appear to 
be in agreement that diagnostic application of MMPI findings requires the test data 
to be interpreted in terms of a profile rather than as separate individual scales. In 
fact, Hathaway“? has emphasized that ‘‘the individual scale is not to be evaluated 
in a profile, but rather the pattern afforded by the whole group of scales including the 
validity indicators’. Du Mas®? further stresses the fact that both intensity and 
pattern must be discernible from the profile in order for clinical diagnosis or pre- 
diction to be accurate. Hence, we are confronted with the problem of preserving 
enough detail for identifying “‘type’’ information that may be developed later from 
the profile, and at the same time reducing to a practical size limit the different num- 
ber of profiles possible. 

In order to facilitate more efficient classification of MMPI profiles that at the 
same time would preserve intensity and pattern in the recorded profiles, a method of 
coding was developed by Hathaway’. However, the author“? has pointed out that 
his method of coding does not convey all the profile information required by re- 
searchers for experimental purposes, and the more complete coding suggested by 
Welsh is recommended. To quote Welsh*?: “the advantages of this method are 
that the lowest scale(s) always appears in the code... . even though they may lie 
between 46 and 54; (whereas) these are not coded in the original method.”’ 

Our viewpoint is that each method of coding referred to above possesses distinct 
advantages which merit continued use. Further, it is observed that essentials of form 
in the two methods need not conflict when adapted to a single code. Hence, the new 
method of coding incorporates the advantages of both Hathaway’s and Welsh’s 
methods, and it is offered to those who desire a flexible method of coding MMPI 
scales in either a complete or a modified form. 


CoprE CONSTRUCTION PROCEDURE 
In compliance with Hathaway’s™? instructions for coding, each clinical scale is 
assigned a number as follows: 1 = Hs, 2 = D,3 = Hy, 4 = Pd, 5 = Mf, 6 = Pa, 
7 = Pt, 8 = Scand 9 = Ma. When the Si scale is coded, it becomes 0. Thus, these 
numbers presented in the order of their deviation magnitude provide the basis for 
coding in complete code form. When, on the other hand, it is desired to construct a 
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modified code form, the scales ranging in T score values from 46 to 54 are not coded. 
In either case the desired profile to be coded is prepared by carrying out the following 
steps: 

First, is written the number of that scale having the largest T score, as specified 
by Hathaway“; then immediately after the highest score, is recorded in descending 
order, the numbers of any other clinical scales having T score values greater than 
54. Next as suggested by Welsh, the asterisk (*) is inserted after the last number, if 
any, in the code which represents a T score of 90 or higher. Likewise, a double 
prime (’’) is inserted after the last number in the code which represents a T score of 
80 or higher“. Similarly, as adopted by both Hathaway and Welsh, a prime (’) is 
inserted after the last number which represents a T score of 70 or higher. Next, the 
writer has designated that a comma (,) be inserted after the last number which repre- 
sents a T score of 60 or higher. Then, as specified by the MMPI Manual"), all 
adjacent scale numbers are underlined where the T scores of the given scales are 
equal in value, or within one point of each other. The purpose of this underlining, of 
course, is to show that the given scales are equal or differ in value only to a negligible 
degree. However, in keeping with those same instructions, ‘‘if one scale is one point 
higher than the other, the number of that scale is placed first. If two or more scales 
are of absolutely equal T score value, then the numbers of those scales are written in 
their usual ordinal sequence.”’ 

This sequence of scale values and dividing symbols as described above consti- 
tutes the high point code of the profile, and these numbers show in descending order 
the approximate magnitude of all scales having T scores larger than 54. Thus, the 
numbers to the left of the (*) indicate scales reaching T score 90 or above; those to 
the left of the (’’) indicate scores between 80-89. To the left of the (’) are numbers 
representing scales values falling between 70-79, and numbers to the left of the (,) 
indicate scale values between 60-69. Should a profile have no scale with a T score of 
60 or higher, a prime followed by a comma (’ ,) is placed in front of the first number 
in the code which, of course, is the scale having the highest T value in the code 

Immediately after the last number to the right of the (,) (having T score value 
greater than 54), Hathaway’s“? dash (-) is written. When it is desired to construct 
a complete code, with all clinical scales represented, the writer suggests that the 
code numbers indicating those scales having T score values of 54-46 inclusive, should 
be recorded immediately after the (-) in descending order of magnitude; whereas 
for the modified code form, these scales are simply omitted. Then for either the com- 
plete or modified code form, a second (-) is recorded and the numbers representing 
all remaining clinical scales, if any, having T score values less than 46 are written in 
order of descending magnitude. Next a semicolon (;) is inserted after the last number 
in the code which represents a T score of 40 or higher. Then as suggested by Welsh’, 
a numbers symbol ( # ) is inserted after the last number which represents a T score 
of 30 or higher. The same rule for underlining, of course, is followed as per instruc- 
tions given for the high point in the code. 

The code as now written to the right of the second dash is called the low point 
code of the profile, as originally labeled in the Hathaway®’ method. However, 
those numbers show in descending order of magnitude, the relative positions of all 
scales, as suggested by Welsh’. Thus, the numbers, if any, to the right of the ( * ) 
indicate the deviation magnitude of scales having T score values below 30. The 
numbers to the right of the (;) indicate scale values falling between T score 39-30. 
It is noted in passing, that the (;) is used here (instead of the colon (:) suggested by 
Welsh), because the latter symbol is used to separate raw scores for the validity 
scales. The numbers to the left of the (;) and the right of the (-), of course, indicate 
the scale values for the T score range 45-40. 

Finally, in keeping with Hathaway’s instructions for coding, the raw scores for 
the validity scales L, F, and K, are written in that order to the right of the code a 
short distance apart from it. Then these three raw scores are separated from each 
other by a colon (:). Should a raw score for L be equal to or greater than 10, or 
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should a raw score for F be equal to or greater than 16, an X is written immediately 
ifter the coded clinical scales, suggesting that there is reason to believe that the pro- 
file may be invalid“). 

Che following hypothetical example is given to illustrate the new method, 
described herein, for coding MMPI profiles in both complete and modified forms. 

Clinical Scale: Hs D Hy Pd Mf Pa Pt Se Ma Si 

Coding Number: l 2 3 4 5 6 7 8 9 

T Score Value 9] 80 72 68 59 54 46 45 38 

Validity Scale: L F K 

Raw Score: 10 5 21 

Complete Code: 1*2/'3'4,5-67-8:9 K OX 10:15:21 

Modified Code: 1 *2''3'4,5- -8;9 OX 10:15:21 


SUMMARY 

A new method for coding MMPI profiles, which reconciles differences in 
methods developed respectively by Hathaway’ and by Welsh), is presented. 
Three major advantages of the new method are listed as follows: 1. The benefits de- 
rived from Welsh’s“? extension method of coding are incorporated in the new code. 
2. In contrast to Welsh’s method, however, coding in complete code form shows the 
approximate magnitude and order of all clinical scales, without destroying the limits 
of the middle nine standard score point range (T = 46 to 54 inclusive) originally 
established for the MMPI 3. For clinicians or counselors preferring a modified 
code form, as advocated by Hathaway “?, the numbers representing clinical scales T 
score values 46-54 inclusive may simply be omitted without disturbing adjacent 
range limits; whereas, with the method suggested by Welsh, this is not possible. 
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AN EXTRAVERSION SCALE FOR THE MMPI 
F. HAROLD GIEDT AND LES DOWNING 


Veterans Administration Hospital, Sepulveda, California University of California, Los Angeles 


PROBLEM 

Kassebaum, Couch and Slater’s®) factor analysis of both the usual clinical 
scales and most of the new scales developed for the Minnesota Multiphasic Person- 
ality Inventory (MMPI) suggests two basic dimensions. One is ego-strength vs. 
ego-weakness and the other extraversion vs. introversion. Similar results were found 
earlier by Eysenck"> in a review of dimensions measured by personality tests of the 
questionnaire type. Nevertheless, to the best of the authors’ knowledge no scale 
solely designed to measure the extraversion-introversion dimension exists for the 
MMPI. 

The Hypomania (Ma) scale combines extraversion along with pathological 
trends or ego-weakness and is considered by Kassebaum et al to lie along a fusion 
factor (a dimension 45 degrees between two orthogonal factors) labelled Impulsivity. 
Gough’s Sociability scale (Sy) combines extraversion with ego-strength and falls on 
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a fusion factor of Social Participation. The Social Introversion scale (Sr) falls at the 
other end of this fusion factor which is labelled Social Withdrawal, and combines 
ego-weakness and introversion. The only scale that seems to fall almost directly on 
the extraversion-introversion factor is Welsh’s R scale which he considered measures 
repression and denial but Kassebaum thinks measures inhibition and constriction. 
Since all the scales except the R scale are contaminated to some degree with the ego- 
strength dimension, and since the interpretation of the R scale is uncertain, the 
senior author decided to develop a scale for extraversion (Ex) which would be in- 
dependent of the ego-strength or sick-well dimension 

The Ma and Sy scales are heavily loaded on the extraversion factor but have 
opposite loadings on the ego-strength factor. Taking these two scales together the 
influence of the latter dimension should be cancelled out. In other words persons 
scoring high on both Ma and Sy should be extraverts of about average ego-strength 
Criterion groups of relatively ‘‘pure’’ extraverts and introverts were identified by 
choosing subjects who scored high or low on both scales. 


METHOD 

Two independent analyses were carried out. The first was based on 120 com- 
plete long form MMPI records produced by newly admitted male patients to a 
Veterans Administration neuropsychiatric hospital, from which 20 high and 20 low 
scorers were drawn. An item analysis yielded 64 items which discriminated between 
the two groups at the .01 level of confidence or better. A second analysis was done 
on two groups of 25 high and low scorers from a pool of 261 entering freshman stu- 
dents at the University of California at Los Angeles. The college criterion groups were 
adjusted to contain about equal numbers of males and females, correcting 4 slight 
trend for males to score higher on both the Ma and Sy scales. Only 26 items were 
found which discriminated between these groups at the .01 level. Comparing the 
results from both analyses 15 items emerged which discriminated at the .01 level or 


better in both studies. Forty-one items were found which discriminated at the .05 
level or better in both analyses and make up the new Extraversion scale (Ex). A few 
items which discriminated very well in one sample but not so well in the next might 
have achieved high discrimination if the samples were combined. For inclusion in 
the final scale an item had to discriminate at the .05 level in both analyses taken 
independently. 


RESULTS 
Table 1 gives the score distributions, means, and standard deviations for the 
original psychiatric group, an additional psychiatric group, the original college group 


TABLE 1. NORMATIVE DaTA ON THE EXTRAVERSION SCALE 


NP admis- 2nd NP College Freshmen Counselees ! All 
sions Sample Males Females Males Females Male emales 
(N =120 N =50)) (N =123) (N = 141) | (N=100) (N =100) . 


2 3 
1] 11 
16 34 
35 é 26 
l 26 
15 

6 


Standard 
Deviation 27 } 5.80 
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by both sexes, an additional more heterogeneous college sample of 100 men and 100 
women who presented themselves at the Counseling Center at the University of Cali- 
fornia, Los Angeles, and combined data for all men and all women. Since this Ex 
scale was devised to be independent of pathology, differences between the means for 
the patient groups combined versus the college men combined were tested for statis- 
tical significance. Also, the college men combined were tested against the college 
women combined. Although the actual score points of difference in means were only 
four points between the college males and hospitalized male patients, the difference 
was found to be highly significant beyond the .001 level. Similarly, although there 
was only a two point difference between the college men and women, the difference 
showed the same high level of statistical significance. Thus, although there is little 
absolute score value difference and a great deal of overlap between the groups, some 
clearly significant trends are revealed indicating that college men score most extra- 
verted, the college women next and the hospital patients least. Age differences as well 
as sex and level of adjustment may also play some part in these results which are 
actually quite consistent with what one might expect on a simple observational basis. 
College men are more noisy, college girls slightly more reserved, and older mental 
patients even more quiet. 


TABLE 2. T ScorE CONVERSION 


Raw Score T Score Raw Score T Score 


21 45 
22 47 
23 48 
50 
51 
53 
54 
56 
58 
60 


62 


37 
41 38 
42 39 
44 40 


Table 2 presents T score values for corresponding raw scores computed from 
the combined norms of all groups with a total sample size of 634 records. Table 3 
lists the book form number and direction of scoring the items for this scale. Re- 
liability of the scale based on the 170 psychiatric patient records was .78 odd versus 
even numbered items and .65 front versus the back half of the answer sheet. 


TaBLeE 3. MMPI Book Form ITEM NUMBERS FOR THE EXTRAVERSION SCALE (Ex) 


30 135 207 271 318 426 469 521 
de 165 222 292* 353 434 473* 537 
171* 233 296 380 447 482 546 
180* 267* 304* 391 448* 509* 547 
181 268 309 409 449 520 552 


556 
*Items keyed for a False answer. All the others keyed for True answer. 


As a check on validity, pairs of staff members were asked to rate 50 patients for 
extraversion-introversion on a five point scale. The correlation of their pooled ratings 
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and the test scores was .35 indicating external confirmation of the trait measured in 
questionnaire form. The face validity of the items is quite obvious and they tend to 
describe the stereotype of an extravert as some one who is socially aggressive, full of 
energy and active, has definite ideas and is sure of them, and likes to be with people. 

As with most MMPI scales there is item overlap. Items 171 and 267 occur on 
scales Ex, Ma, and Sy. Items 292, 304, 353, 409, 448, 449, 546 and 552 occur on 
both scales Ex and Sy. Items 59, 180, 181, 222, 268, and 271 occur on scales Ma 
and Ex. The remaining items occur only on one of these three scales as follows: 38 
on Ma, 12 on Sy, and 22 on Ex. Although according to Kassebaum’s analysis the 
Ex scale should be directly opposite Welsh’s R scale and negatively correlated with 
it there is only one item that occurs in both these scales, 447, which is scored op- 
positely for the two scales. 

SUMMARY 

This study reports the standardization of a new MMPI Extraversion-Intro- 
version scale (Ex). With this extraversion scale available, MMPI users can measure 
this important personality dimension without also measuring aspects of pathology 
or health. If they wish to use the conceptual scheme suggested by Kassebaum, they 
have available scales to measure each main factor and fusion factor. 
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RACIAL DIFFERENCES ON THE MMPI 
CHRISTINE MILLER AND CLARA WERTZ AND SARAH COUNTS! 
Oakland VA Mental Hygiene Clinic Napa (Calif.) State Hospital 


PROBLEM AND METHOD 

The increasing use of the MMPI with white and negro patients has raised the 
question of applying white norms to negro groups. Fry"? found no significant 
differences in MMPI scores between negro and white prisoners. Hokanson and 
Calden °) found negroes to be significantly higher on Pp, Mr, Sc, Ma, L, and Fina 
VA tuberculosis hospital setting. They conclude that ‘negroes tend to show less 
concern over conventional social mores; demonstrate a greater emotional vigor and 
buoyancy; are more prone to act on their ideas and impulses; manifest more of what 
are considered to be bizarre or unusual thoughts and behavior; and exhibit a more 
feminine interest pattern.”’ 

The present writers have collected MMPI records from 100 negroes and 100 
whites who applied for treatment at a VA mental hygiene clinic. No significant differ- 
ences between negroes and whites were found in age, employment status, or educa- 
tion. Both patient samples were well above average for the general population in 
education. In occupational level, however, the whites and negroes had markedly 
different distributions, 39% of the negroes falling in the lowest category, unskilled 
labor, while only 8% of the whites were in this group. 


RESULTS 
Table 1 gives the MMPI findings for the two groups. Of more importance than 
these differences, however, are analyses of variance comparing the present data with 


_ 'Previously at the Oakland Mental Hygiene Clinic. For invaluable assistance in various stages of 
this study the authors are indebted to Read D. Tuddenham. 
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TaBLeE 1. MMPI T Scores 


White 


iose of Fry and Hokanson and Calden®. Figure 1 shows the mean profiles for 
egroes and whites from the three institutions 


Figure 1 
PROFILES FOR THREE INSTITUTIONS 
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Table 2 gives the analyses of variance which indicate that most of the varlance 
is associated with affiliation with a particular kind of institution and very little is 
associated with membership in a racial group. Higher scores on Sc and Ma were 


TaBLE 2. ANALYSES OF VARIANCE RESULTS, F Vauugs! 


— == 


Race Institution Interaction 


45 47 .84*** 1.19 
.00 8 .93*** 5.22 
.00 54.65*** 1.95 
00 00 5 .64** 
.00 « 63*** 8 93°*** 
00 2.78 1.76 
<1.00 39 .56*** 2.02 
Sc 4.43* ..."" 4.85* 
Ma 14.38*** ia <1.00 


1Degrees of freedom: Race = 1, institution = 2, interaction = 2, error = 413, total = 418. 
Significant at the .05 level. 
Significant at the .01 level. 
Significant at the .001 level. 
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found in the negro group The interaction effects found 
probably due to the fact that these scores were significantly 
tuberculosis hx ut not in the other institutions 
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THE USE OF WECHSLER INTELLIGENCE SCAI 
INDICATORS OF PREDOMINANT LEFT-RIGHT A 
INDETERMINATE UNILATERAL BRAIN DAMAGI 


BALTHAZAR AND DON H. MORRISON 


Hospital f E pibepti 


PROBLEM 

ences between the weighted verbal and performance scale 1Q’s which could then be 
used as an aid to neuropathic diagnosis. The specific hypothesis tested was that 
with prior considerations a difference of seven points or greater between We hsler 
Verbal and Performance Subtest scales would be of diagnostic value in determining 
left-right and indeterminately unilateralized brain damage. This hypothesis was 
taken from clinical observations regarding psychological examinations given at Caro 
State Hospital for Epileptics specifically including the WISC and Forms I and I] 
of the Wechsler scales administered to a chronically organic inpatient population 


This study investigated the possibility of establishing a cutting re for differ- 


The differences between the subtest means of groups of subjects with predom- 
inantly left-sided, right-sided, and indeterminately unilateralized brain damage 
were also investigated. The purpose was to re-evaluate the findings of previous 
investigations“: *) and compare them with the chronically organic patients at this 
hospital 


METHOD 

Subjects were 96 chronically organic patients at the Caro State Hospital for 
Epileptics who were administered Wechsler-Bellevue tests and electroencephalo- 
graphic examinations on a new admission basis. The criteria for selection were: (a 
unequivocal evidence of organic brain damage in their medical history and general 
medical examination, (b) valid Wechslers, and (c) three or more electroencephalo- 
graphic reports. All subjects were assumed to have speech centers localized in the 
left hemisphere. An investigation by Goodglass and Quadfasel“) reported that 
slightly over 97% of the general population have speech centers in the left hemi- 
sphere. 


*The authors extend their appreciation to C. David Hellman for interpreting the electroencephalo- 
grams used in this study 
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Cutting Score Evaluations (C Groups): The WISC and Forms I and II of the Wechsler 
scales were administered in the standardized manner"®: !: ™), Difference scores were 
obtained by subtracting the performance scale IQ from the verbal scale IQ and used 
to classify the subjects into three groups. A difference score of +7 weighted score 
points was employed to classify subjects into the separate groups and henceforth will 
be referred to as a cutting score. There was no significant difference in age, full scale 
IQ or sex between the groups. 
Group LC consisted of 30 patients with weighted scores of —7 or greater. Subjects in this 
p were hypothesized to have predominantly left-sided lateralization 
Group NC contained 41 patients whose weighted scores were between +7. This group was 
thesized to have no predominant lateralization 
was composed of the remaining 25 patients whose weighted scores were +7 or 
were hypothesized as having predominantly right-sided lateralization. 


Recordings of electroencephalographic disturbances were used as the criterion 
for determining the presence or absence of brain damage. An eight-channel Grassi, 
Model 3AR, ink-writing electroencephalogram with ten electrodes was used to 
make bipolar recordings. Subjects were classified as follows: predominant left-sided 

iteralization, questionable or indeterminate unilateralization, or as predominant 
right-sided lateralization. The term ‘‘predominant”’ served to qualify classifications 
of right-sided and left-sided lateralization because no controls existed for diffuse or 
bilateral damage which could have caused mild disturbances in the contralateral 
hemisphere. 

Chi square and the percentage of hits and misses were used to evaluate the 

effectiveness of the Wechsler cutting score of +7. Base rates for left, right and 
questionable lateralization were also calculated and used for comparison. 
Evaluation of Subtest Differences (S Groups): Differences between subtest means 
were evaluated for three groups in which the Wechsler diagnoses were confirmed by 
the electroencephalogram. Subjects in which the electroencephalographic reports 
did not agree with the Wechsler-Bellevue classification were omitted from this 
portion of the study. This was done to increase the accuracy of classification. 

Group LS contained 19 subjects with left-sided lateralization, Group NS con- 
sisted of 14 subjects with bilateral or diffuse damage and Group RS was composed 
of 11 subjects with right-sided lateralization. These groups did not differ significantly 
with respect to age, sex or full scale IQ. 

Subtest means and standard deviations were calculated for each of the groups 
and the differences between the means of Groups LS and RS, Groups LS and NS 
and Groups RS and NS were compared and tested for significance by ¢ test. 


RESULTS 
Cutting Score Evaluation. There was a significant relationship between the Wechsler- 
Bellevue classification of subjects and the electroencephalographic classification 
(x? = 39.63 with the Yates correction applied, p = .005). The percentage of correct 
diagnoses and the base rate for each group, based on the electroencephalogram as a 
criterion, are shown in Table 1. Base rates were used as the chance rates throughout 
the study 


TaBLe 1. EvALUATION oF THE W-B CutTTING SCORE AND A COMPARISON WITH THE BasE RATE ON 
THE Basis oF EEG Reports 


Group LC Group NC Group RC Base Rate 
Electroencephalographic —7 +6 +7 
Classifications (N = 30) N (N : (N = 96) 


Predominant right 7% 
Questionable _ 30% 89 A 53% 
Predominant left 63% f 30% 


17% 
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The Wechsler classification showed 30 subjects in Group LC as having left-sided 
lateralization. The electroencephalogram confirmed 63% of these diagnoses which 
represented an increase of 33% over that expected due to chance in this population 
(p = .005). 

The Wechsler classification revealed 41 subjects in Group NC with questionable 
or indeterminate unilateralization. The electroencephalogram confirmed 78% of 
these diagnoses. This represented an improvement in correct diagnoses of 25% over 
that expected by chance (p = .01 

The Wechsler classification indicated 25 subjects in Group RC with right-sided 
lateralization. Forty-four percent of these diagnoses were confirmed by the electro 
encephalogram which was an increase of 17% (p = .005) from that due to chance 

The Wechsler diagnoses were confirmed by the electroencephalogram for all 
96 patients in 65% of the cases. This represented an improvement of 32% (p = .001 
over what would have been expected with a chance distribution of the population 
The percentage of correct diagnoses represented a 12% improvement over that 
obtained by combining total cases into the category having the highest base rate, 
according to the technique of Meehl and Rosen’. These findings supported the ex- 
perimental hypothesis that a Wechsler difference score of +7 would be of diagnostic 
value. 


Evaluation of Subtest Differences. The differences between group subtest means and 
their significances are reported in Table 2. Significant differences occur between the 


TABLE 2. SuBTEST MEAN DIFFERENCES (M. D.) AND THEIR SIGNIFICANCE FOR GRoupPS LS Anp RS, 
Groups NS anp RS, anp Groups NS anp LS 


LS and RS NS and RS NS and LS 


Subtest M. D. t M. D. t 


Information : 2.94 01 59 
Comprehension 2.12 05 30 
Digit Symbol 27 01 1.83 
Arithmetic 3.38 01 

Similarities 60 05 

Vocabulary 85 N.S 

Picture Arrangement 7 N.S 

Picture Completion — 3 N.S. 

Block Design 2.56 01 

Object Assembly 3 005 

Digit Symbol N.S. 


D 


AaZ| AZAZLZZZS | 


~~ 


Pp 


Full Scale I. Q. ¢ N.S. 
Verbal I. Q. 14. 2¢ 025 
Performance I. Q. d 01 


Z,7, 
L 


~ 


means of Groups LS and RS on the Information, Comprehension, Digit Span, 
Arithmetic, Similarities, Block Design and Object Assembly subtests. Only the 
Picture Completion, Object Assembly and Digit Symbol subtests showed significant 
differences between Groups RS and NS. All of the verbal subtests and none of the 
performance subtests showed significant differences between Groups LS and NS. 
A comparison of these group subtest means has been shown in Fig. 1. 

The differences between the mean Performance Scale IQ’s of Groups RS and 
LS and Groups RS and NS were significant. The Verbal Scale 1Q’s showed signi- 
ficant differences between the RS and LS groups. Significant differences were 
found between the LS and NS groups. Present findings were similar to those re- 
ported by Kl¢ve and Reitan® and support the use of their findings with this 
chronically organic epileptic population. 
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DISCUSSION 


Our findings indicate that the Wechsler verbal and performance subscales are of 
liagnostic value in the discrimination of left, right, and indeterminate hemispheric 
disturbances. However, clear-cut limitations in this study were evident in that the 
electroencephalogram was considered to be an intermediate rather than a final 
criterion. From a practical standpoint, determination of unilateral predominance of 
abnormality was not easy in some cases. There were subjects whose electroencephal- 
ographic studies revealed shifting foci making the determination of unilateral pre- 
dominance somewhat uncertain. These cases were classified as questionably or 
indeterminately unilateralized. In addition, the inaccuracy of free hand placement 
of electrodes and the superficiality of cortical contact limited evaluation of sub- 
cortical activity. Further limitations were evident regarding the precise location of 
impaired speech functions reflected in verbal scale deficiencies. The present study 
emphasized left hemispheric localization only. It is possible to speculate from pre- 
vious studies ‘*’ that the verbal test scores in this investigation were reflecting chronic 
damage localized to the temporal-occipital-parietal area of the left hemisphere. 

Behavioral difficulties associated with manipulating, ordering or effecting 
spatial relationships are reflected by lowered scores on performance subtests. As with 
ideational speech impairment, lowered performance scores are limited to hemisphere 
localization except that unilateralization is to the right. A neurological syndrome 
with behavioral characteristics similar to those experienced in the present study has 
been reported’. Damage to the right temporal-occipital-parietal area results in 
behavioral deficiencies characterized by visuoconstructive disabilities, difficulties in 
spatial orientation and disturbances of topographical relationships. Further in- 
vestigations are needed to localize these behavioral symptoms accordingly. 

The findings do suggest, however, that present subtest data may apply to differ- 
ent patient populations, such as those previously studied. ‘“*: *) Mean weighted scores 
on the Wechsler-Bellevue subtests for groups with predominantly left-right cerebral 
lateralization and indeterminate unilateralization were comparable except for minor 
differences in all three studies. Present findings suggest that a cutting score of +7 
may be meaningful in regard to the two previous investigations: ®) where cutting 
scores were not investigated, and possibly to other organic populations. 
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DIGIT SPAN AND ALPHA FREQUENCY: A CROSS-VA 


\LIDAT 
DAVID R. SAUNDERS 


Educational Testing Service 
Princeton, N. J 


INTRODUCTION 
The results of a recent factor analytic study involving | 


th HKKHG and Wechsler 
variables ‘“*) suggest that the Digit Span (Ds) subtest of the Wechsler and the alpha 


frequency (aF) observed in the EEG have much in common. More precisely, we 
hypothesize that the partial correlation between measures of Ds and aF will be 
attenuated only by unreliability of measurement, when ‘‘general intelligence’ is held 
constant in a sample that is homogeneous in age and free of brain damage. Such an 
hypothesis is consistent with directly relevant data reported by Shure and Holt- 
zer®), and may be readily reconciled with the excitability cycle conception of the 
alpha rhythm“. On the other hand it appears difficult to reconcile this hypothesis 


either with Mundy-Castle’s linkage of “‘primary function” with high aF® *® ®, o1 
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with Kennedy’s electro-mechanical explanation of the alpha rhythm. It is the 
purpose of this paper to report the result of a test bearing directly on the stated 
hypothesis 


METHOD 

EEG tracings and Wechsler performance profiles were obtained for a total of 
71 male cases,? none of whom were included in any previous study. This group repre- 
sents almost every case referred for diagnostic EEG examination over a period of 
time, who were invariably suspected of brain damage. Actual primary diagnoses of 
chronic brain syndrome (CBS) or acute brain syndrome (ABS) were subsequently 
assigned by the hospital staff to about one-fourth of these cases, without reference to 
the Wechsler scores, which were often obtained only as a result of our request for 
data 

In order to avoid placing needless reliance on the particular diagnoses available 
for this sample, we employed a simple psychometric procedure to select a sub-sample 
that would be free of the complicating influence of brain damage. This procedure is 
based on the proposition that brain-damaged subjects perform on the Digit Symbol 
subtest (DS) at least 2 WTS points below their own normal level (NL).’ The validity 
of this proposition is indicated by the following frequency distribution of cases: 


DS < NL - 1 DS = NL +1 DS > NL+1 
Diagnosed CBS or ABS 14 0 
Diagnosed epileptic 0 ‘ 0 
Other diagnoses 28 20 4 


On the basis of this evidence it would appear that we may avoid difficulty that might 
arise from undiagnosed brain damage by restricting our attention to cases for which 
DS > NL — 1. It does no harm that we may also be eliminating cases without brain 
damage. We are left with 29 cases 

We estimated aF by inspection of the original EEG tracings, looking only at 
the. left occipital portion of the record and paying particular attention to the early 
part of the record before the subjects had either gone to sleep or been subjected to 
diagnostic stimulation. A sample of our estimates of aF were compared with those 
made by an independent judge, and found to agree within one-quarter cps. as a limit 
of error. All our estimates of aF were required to fall within the range 8 to 13 eps., 
although we noted in several instances that the dominant EEG frequency fell out- 
side of these limits 

We held the effect of general intelligence constant by forming the difference be- 
tween D and NL. Although five of the 29 Wechslers were WB-I and the others were 
WAIS, the WAIS standardization was used throughout to convert raw D perform- 
ance into the WTS metric for comparison with NL. D minus NL was correlated with 
aF, using the sub-sample of cases judged to be free of brain damage, and the product- 
moment formula. In view of the smallness of the sample, the age variable was left 
uncontrolled and no corrections for attenuation were attempted. 


RESULTS 
The correlation between D — NL and aF was found to be +0.40; this correla- 
tion is in the expected direction and is “‘significant at about the 2% level” by a one- 
tailed test. 


'\This research was supported by the Society for the Investigation of Human Ecology. 

2We are indebted to Dr. John E. Davis, Jr., for assisting in the collection of these data at the 
Lexington Veterans Administration Hospital, Kentucky. 

‘Normal levels were computed from each Wechsler profile by summing the WTS scores for I, 
C, D, A, 8, PA, PC, and BD, then subtracting the WTS score for OA, and finally dividing by 7. The 
resulting estimates have been used in this study to assess general ability in a manner that appears 
meaningful in the context of profile analysis. The definition of NL given is the most satisfactory 
formulation we have yet found in an effort to provide a baseline for consideration of deviations of the 
individual Wechsler subtests. A more extensive rationale is given elsewhere “ 
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Although based on a limited sample of cases, the result provides distinct support 
for the basic hypothesis. At the same time, however, we may note that an even 
higher correlation can be obtained from our data by using dominant frequency in- 
stead of aF. This suggests that restricting the range within which an EEG is called 
‘‘alpha”’ is essentially arbitrary. While it may sérve a convenient purpose in dis- 
tinguishing what is ‘‘normal”’ from what is “abnormal,” it should not be permitted 
to restrict our thinking about the meaning of the EEG. For most of our cases the 
dominant frequency did fall within the conventional alpha range. However, the 
three diagnosed epileptics, who were accepted in the sub-sample, all had low scores 
for D minus NL. Another case which had a dominant frequency of about 15 eps. also 
had the highest score for D — NL in the whole sample. Thus, the reported correla- 
tion of .4 may have been spuriously shrunken by the restricted range allowed for ak 

Incidental to our main cencern, we have stated and partially validated a proposi- 
tion relating non-epileptic brain damage to the level of Digit Symbol performance 
in an individual Wechsler profile. While there is abundant precedent for looking at 
DS for this purpose“: !°), attempts at cross-validation have often yielded equivocal 
results®?. Our formulation involving the difference between DS and NL, indepen- 
dently of the rank of DS in the profile, may yield more consistently interpretable 1 
sults. Certainly, if a score of —2 or less on DS — NL had been required in the 
present sample as a prerequisite for EEG examination, one-third of the effort spent 
with the EEG could have been saved while placing only 3% of the diagnoses in 
jeopardy. Since both of the “jeopardized” cases contribute effectively to the re- 
ported correlation between D — NL and af, the diagnoses themselves may be open 
to question. 


SUMMARY 
Evidence is oye ts supporting two propositions involving the relation of 


individual Wechsler subtest scores to “normal level’. Brain-damaged subjects per- 
form on Digit Symbol at least 2 WTS points below their apparent normal level. A 
positive relation exists between the difference score, Digit Span minus normal level, 
and the frequency of the occipital EEG for non-brain-damaged subjects 
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SCATTER OF TAPPING AMONG MENTAL PATIENTS 


INTRODI CTION 
The Tapping Test has been used as a spe ed measure since at least the time of 
Kraepelin, but it was not until 1942 that Penrose and Wilson? noted differences in 
the spread of the dots produced among mental patients. Eysenck®? found that 
dy sthymics scattered their tapping rather more than did hysterics. Foulds and 
Caine“, using a somewhat different scoring method, had results going in the op- 
posite direction, but they did not reach an acceptable level of statistical significance. 
In a later study, however, Caine"? found a difference, significant at the .2 per cent 
level of confidence between paranoid and psychotic depressive patients. Previously 
the test had been put into a battery of tests in a long term investigation of paranoid, 
utatonic and hebephrenic schizophrenics. The hypothesis was that the rigid para- 
noid patient would be concise in his tapping and the metaphorically scattered cata- 
tonics and hebephrenics would be scattered in their tapping. This turned out to be 
the opposite of the truth, which at least illustrates one of the dangers of using one 
tailed tests of significance 
The purpose of the present note is to bring together these somewhat scattered 
results and to increase the size of the sample It should be noted that many of the 
earlier subje ts | 


. . } 
as cross-validatory 


1ave been used again here, so that these results cannot be re garded 


PROCEDUR! 

The test. The subject was handed a plain sheet of quarto paper and asked to tap as 
rapidly as possible with a pencil for ten seconds. This was done three times in all on 
separate sheets. Occasionally the subject would say ‘Do you mean like this?’ and 
would demonstrate either a concise or an expansive movement. He was then told 
o do it in any way he liked. Such subjects invariably did it in the way that they had 
demonstrated. The score was obtained by placing over the paper a transparent 
template marked off into half inch squares and counting the number of squares 
actually entered by the dots 


Subjects. 50 subjects have been tested in each of the following groups: Normals, 
paranoid schizophrenics (or paranoid states), non-paranoid schizophrenics (cata- 
tonic, hebephrenic and simple schizophrenics were found to be quite indistinguish- 
ible), psychotic depressives (melancholics for short), dysthymics and hysterics. All 

uses were diagnosed independently by psychiatrists. The psychotics had all spent 
less than one year in a mental hospital. 


RESULTS 

Immediate re-test reliability and the correlation with age were calculated for 
60 psychoneurotics. The re-test reliability was .95 and the relationship between 
wide scatter and age negligible (rho being —.13). The sex difference was insigni- 
ficant, p being .23 on the Mann Whitney U test. Sex and age were, therefore, ignored 
in the formation of the groups 

The 6 to 19 range was relatively non-discriminative. For a quick and rough 
clinical measure it seemed most appropriate to score low (1 to 5 inclusive), average 
6 to 19) and high (20 and over) resulting in the distribution in Table 1. 


TaBLeE 1. THe DisTRIBUTION OF SCATTER OF TapPpiInG INTo Low, AVERAGE 
AND HIGH FOR THE 5 ABNORMAL GROUPS 


CHS 
26 
16 

8 
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Chi squared, for n = 8, was 32.210, which is significant at the .1 per cent 
level of confidence (C = .338). Melancholics, non-paranoid schizophrenics and 
dysthymics tend to score more frequently in the low category ; paranoid schizophren- 
ics and hysterics tend to score more frequently in the high category. The middle 
category is non-discriminative throughout. The practical conclusion would, there 
fore, seem to be that average scores can be ignored; but that, given certain differen 
tial diagnoses, scores outside the average range can be informative. Thus, of the 
ten possible comparisons, five reach an acceptable level of significance. The Chi 
square and p values (for n = 2) for these pairs are as follows: Paranoid: melancholic 
= 20.07, < .001; paranoid: non-paranoid schizophrenic = 15.26, < .001; hysteric: 
non-paranoid schizophrenic = 6.89, < .05. Thus, with a differential diagnosis of 
paranoid against any of these groups except hysteria, a high score is strongly in 
favor of paranoid and a low score in favor of the other group and similarly with 
hysteria against melancholia or non-paranoid schizophrenia. 

Forty-four catatonic schizophrenics were classified, on the basis of clinical ob- 
servation, as towards the excited end of the excited-stuporose continuum, as inter- 
mediate, or as towards the stuporose end. Table 2 shows the distribution of scores for 
these three groups of Catatonies, with numbers in brackets out of 50 for ease of com- 
parison with Table 1. 

TABLE 2. SHOWING THE DisSTRIBUTION OF SCATTER OF TAPPING OF SuB-GRoUPS 
OF CATATONIC SCHIZOPHRENICS 


Score Excited Intermediate Stuporose 
1-5 4(14) 6(33) 12(29) 
6-19 8(29) 3(17) 7(16) 

0 2(5) 


20 + 2(7) 
The intermediate and stuporose groups behaved alike, but differently from the 
excited group. They are obviously indistinguishable from the melancholic and 
depressive groups. 
DiscussION 

The association posited between rigidity, such as one would expect to find in a 
group of paranoid patients, and concise tapping was flatly contradicted by the re- 
sults. The meaning of the results is still obscure. The two groups showing wide 
scatter are characteristically extrapunitive and the three groups showing concise 
tapping are characteristically intropunitive (or at least two of them tend to be). 
The association between wide scatter and extrapunitiveness should be pursued. If 
one considers the measure simply as expansive as against constricted movement, it 
is somewhat surprising to find such high scores among paranoid schizophrenics. A 
sample of manic and hypomanic patients would be useful for this purpose. The very 
few collected so far have not been as consistently scattered as one would have hoped. 


SUMMARY 


A measure of scatter of Tapping, which takes less than a minute to administer 
and score, has been found to differentiate usefully between paranoid schizophrenics 
on the one hand and melancholics, dysthymics and non-paranoid schizophrenics on 
the other, and between hysterics on the one hand and melancholics and non-paranoid 
schizophrenics on the other. 
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SEX DIFFERENCES IN THE PERFORMANCE OF MENTAL 
RETARDATES ON THE WECHSLER ADULT INTELLIGENCE SCALE 
GARY M. FISHER TODD R. RISLEY AND ARTHUR B. SILVERSTEIN 


Fairview (Calif.) State Hospital Pacific (Calif.) State Hospital 


PROBLEM AND METHOD 

Wechsler “? implies a fundamental difference between men and women in think- 
ing and behavior which cannot be accounted for on the basis of learned aptitudes. 
His data on sex differences in the standardization data of the Wechsler Adult Intelli- 
gence Scale (WAIS) were recently reanalyzed by Silverstein and Fisher®’, whose 
findings were in general agreement with those of the original analysis. The present 
study examined sex differences in the WAIS performance of 400 endogenous (fam- 
ilia] and undifferentiated') mental retardates, divided equally by sex and equated for 
age (16 to 64 years) and full scale IQ (41-84); the sex differences in this retarded 
sample were compared with those found in the analysis of the WAIS standardization 
data. 


RESULTS 

For each of the 11 subtests, critical ratios were calculated to evaluate the sig- 
nificance of the difference between the sex difference for the retarded sample, and 
that for the WAIS standardization sample. The sex differences for the two samples 
were found to differ significantly on three subtests: Arithmetic, Digit Symbol, and 
Block Design (t = 4.45, 2.93, 2.31; P < .001, .01, .02; respectively). On each of these 
subtests, the sex difference for the retarded sample was not significant at the .05 
level, whereas in the normative sample, males scored significantly higher than 
females on Arithmetic and Block Design, and significantly lower on Digit Symbol. 

The small sex differences on Arithmetic and Digit Symbol for the retarded 
sample are at least partly attributable to the limited range of scores on these two 
subtests. On Arithmetic, 60% of the retardates achieved scaled scores of 2 or less, 
and on Digit Symbol, 43% had a sealed score of 0. On Block Design, the males in the 
standardization sample scored higher, whereas the females in the retarded sample 
showed a slight tendency to score higher. This difference in sex effects on the Block 
Design subtest probably constitutes the only real difference in sex effects between the 
two populations. 


SUMMARY 


WAIS subtest scores of 400 endogenous mental retardates were examined for 
sex differences, and these were compared with the sex differences reported for the 
WAIS standardization sample. Although differences obtained between the two 
samples on Arithmetic, Digit Symbol and Block Design, the latter is probably the 
only real difference between the two samples. The differences on Arithmetic and 
Digit Symbol appear to be artifacts of the limited variance in the retardates’ scores 
on these two subtests. 
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FURTHER STUDIES ON THE COLUMBIA MENTAL MATURITY SC: 
(CMMS) AND REVISED STANFORD BINET (L) IN CHILDREN 
WITH SPEECH DISORDERS* 


SAMUEL HIRSCHENFANG 


Kings County Hospital Center, Brooklyn, New York 


In a previous study ®? the correlation between 
the CMMS and Binet IQ was found to be low in 
a preschool population. The Columbia Mental 
Maturity Scale (CMMS) has recently been re- 
vised with new items substituted for old ones and 
new norms have been established. This study is 
an evaluation of the Revised CMMS in a hearing 
and speech clinic setting. 

Forty-five Revised Stanford Binet (L)® and 
CMMS") records of children aged from 3.41 to 
14.58 years were selected. The mean C.A. of the 
girls was 8.33 years and of the boys was 8.02 
years. The following diagnoses were assigned to 
the children following extensive diagnostic evalu- 
ation: articulation disorders, mental retardation, 
delayed speech, cleft palate and hard of hearing. 
The Stanford Binet was administered first to all 
the children. 


RESULTS AND SUMMARY 

Table 1 compares the MAs and IQs of Revised 
Stanford Binet (L) and CMMS. In our subjects, 
the CMMS IQ is higher than that of the Binet 
IQ, and sex factors, according to Levinson and 
Block °), do not effect the scores. When the Binet 
IQ was correlated with the CMMS IQ, a product 
moment correlation of .88 was obtained, signifi- 
cant at a probability level of .01 

The CMMS does not require the utilization of 
language nor does it involve to any degree man- 


ual dexterity. The tests are highly enough cor- 
related to warrant the assumption that both can 
be used in estimating the intellectual functioning 
of children with speech disorders. On the other 
hand, the CMMS seems to penalize children 
below the mental age of 3) years as it tends to 
be more difficult for these children to comprehend 
what is expected of them. These findings would 
indicate that further revision in CMMS scoring 
is necessary 
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TaBLE 1. Means, SDs anp IQs oF ReEvisep STANFORD Binet (L) anp CoLtumBIA MENTAL 


MATURITY SCALE 





Tests Mean 


Stanford-Binet (L) 
Total 4: 6.73 
Boys 6.46 
Girls 7.06 

CMMS 
Total 
Boys 
Girls 


8.D. 


21.17 





t = 4..78 significant at .01 level of confidence. 





GROUP TECHNIQUES AND PROPOSED SCORING SYSTEM FOR THE 
BENDER-GESTALT TEST WITH CHILDREN* 
BARBARA K. KEOGH AND CAROL E. SMITH 


Claremont (Calif.) Graduate School System Development Corporation 


PROBLEM 

The purpose of this study was to investigate the effect of modified administra- 
tive and scoring techniques on the Bender-Gestalt test performance of kindergarten 
children by administering the test in three different methods and by applying two 
different types of scoring systems. That is, when (a) the test was administered in the 
usual individual manner and when it was administered in two markedly different 
group methods; (b) quantitative evaluation was obtained from a well-defined, clin- 
ically tested scoring system and on a rating scale type of scoring system. 


METHOD 


The sample consisted of the total kindergarten population of a public unified 
school district adjacent to Los Angeles. There were five morning and five afternoon 
kindergarten classes in the three elementary schools in the district. The community 
and school population was of predominantly Caucasian, middle socio-economic level; 
no known mentally retarded subjects were included in the study. 


Procedure. Using a stratified random sampling technique which considered sex 
and age as variables, the population was divided into three groups. The following 
administrative techniques were. used : 

1. Group I (N = 53) was administered the Bender-Gestalt designs in the usual individual 
manner. 


2. Group A (N = 88) was administered the designs by a group technique. Each subject 


was given a pencil with eraser and a booklet containing five 84 x 11 white pages, numbered in 
the lower outside corner. The upper one-third of the page contained a single Bender-Gestalt 
design reproduced exactly the size of the standard Bender figures; the lower two-thirds of the 
page was left blank for the subject’s design reproduction. All subjects were asked to draw each 
design at the same time. Approximately one minute, or until all subjects had indicated com- 
pletion, was allowed per design. All subjects were instructed to turn the page at the examiner’s 
direction, so the group worked at the same approximate speed. 

3. Group B (N = 80) was administered the designs by a second group technique. Each 
subject was given a booklet similar to the Group A booklets, but it contained blank, white pages. 
Each design was presented separately to the group on a white cardboard, size 11 x 163/4. The 
designs were reproduced to scale which represented the same ratios of design size to card size as 
exists in the standard Bender cards. The large cards were placed, one by one, in a holder at the 
front center of the room; all subjects had clear views of the card and design. Each card was dis- 
played approximately one minute, or until all children had indicated completion. 


The tests were administered by the two investigators in the regular classroom 
when the teachers and other children were not present. A maximum of ten children 
was in each group test session. 


Scoring. Two quantitative methods were used to evaluate each protocol for the 
entire sample. The first was the Pascal-Suttell®’ method. For the purposes of this 
study, the total raw score obtained from each record was used, as Pascal-Suttell have 
not at this time published normative data for conversion of raw scores to standard 
scores for a children’s population. Because of the administrative methods used in 
this study, one design reproduction per page, there could be no configuration score 
as defined by Pascal-Suttell. One judge scored each record using this system. 

The second scoring method was the author-developed 5-point rating scale. The 
objective was a scale which (a) yielded a single total score, (b) discriminated degrees 
of quality of production, (c) provided a universality of definition so that each rated 
category could be applied to each design, and (d) was characterized by ease and 
speed of scoring. Three independent judges (X, Y, Z) rated each Bender-Gestalt 
record for the total sample. In applying the rating scale in this study, each design 


*The authors wish to thank Dr. Lauretta Bender and the American Orthopsychiatric Association 
for permission to reproduce the Bender-Gestalt designs and, also, to thank the System Develop- 
ment Corporation for its computer assistance in the statistical analysis of the data. 
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was rated singly, the total test score being the sum of the performance on the nine 
figures. The following items comprised the rating scale definitions: 

1. Not recognizable as the design figure: random lines, tracing, scribbling, etc 

2. Attempt at the design form partially accomplished although with major distortion, 
fragmentation, etc.: individual design parts in recognizable form, but little indication of overall 
relationship. 

3. Basic design sections present and recognizable: may have marked distortions, inaccur- 
acies, lack of proportion, space and plane orientation, but some awareness of the gestalt is in- 
dicated 

4. All parts are present and recognizable and the perception and reproduction of the gestalt 
is apparent: may have distortions of proportion, spatial, and plane orientation. 

5. All parts of design present and recognizable in good form: may have one or two minor 
distortions of angulation or proportion, but the design parts are in correct relationship to each 
other and the correct spatial and plane orientation. Minor coordination imperfections are accept- 
able provided the basic gestalt is accomplished well. 


Rating order was the same for each judge (X, Y, Z, and P-S) and was assigned 
by the use of a table of random numbers with proportionate representation of each 
group (Forms I, A, B). The three rating scale judges rerated 50 protocols approxim- 
ately one month after the first rating; rerating order was the same for each judge. 

RESULTS 

The rate-rerate reliability of the judges (X, Y, Z), evaluated by Pearson’s r, is 

given in Table 1. An average rate-rerate reliability of .86 was obtained by Fisher’s 
TaBLE 1. Propuct-MoMENT CORRELATIONS BETWEEN RATE-RERATE 


Scorps FoR Raters X, Y, Z By INDIVIDUAL DESIGNS AND BY TOTAL SCORE 
(N = 50) 


Design X x . r.r 7 Z.Z 


85 8&3 80 
76 80 .70 
76 71 67 
81 76 
83 67 
82 73 

67 
78 69 
75 73 


Total score 87 92 


z technique.“’ Having established rater reliability, product-moment correlation 
coefficients were computed on the total sample to determine the trend of relationship 
between each combination of raters (X, Y, Z, and P-S). These results, by individual 
design and total score, are shown in Table 2. Using Fisher’s z method, these r’s were 
TaBLE 2. Propuct-MoMENT CORRELATIONS BETWEEN RATERS BY INDIVIDUAL DESIGNS AND BY 


= 221) 





-— Raters X, Y, - 
X .P-S Y.PS Z.P-S 


53 52 49 
68 62 68 
60 64 68 
67 67 70 
70 .67 .67 
59 .61 60 
72 73 74 


73 69 ms 


OO NI CTH CO DD > 


Total score é 78 82 
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averaged with a resultany agreement among Raters X, Y, and Z of .83, and agree- 
ments between the Pascal-Suttell judge (P-S) and Raters X, Y, and Z of .80. 
The effect of different administrative techniques, individual and the two group 
forms, was evaluated by a one-way analysis of variance using the total rating scale 
TABLE 3. MEANS AND STANDARD DEVIATIONS OF ADMINISTRATIVE GROUPS 


Group N M SD 


I 53 26.89 4.87 
! SS 26.01 4.88 
B 80 26 .06 4.02 


scores of all subjects as judged by Rater Y, the most reliable rater. These data are 
shown in Tables 3 and 4. The obtained F of less than one indicated no significant 
difference. 

TaBLE 4. ANALYSIS OF VARIANCE OF ADMINISTRATIVE GROUPS 


Mean 

Source df Square 
Between groups 14.65 
Within groups 218 21.15 0.69 


Total 220 


DISCUSSION 

No significant differences between group administrative methods were demon- 
strated ; however, Form B (enlarged designs on cards and blank scoring booklets) was 
found to be easier to administer. The presence of the designs at the top of the pages, 
in Form A, seemed to confuse many of the subjects; some attempted to superimpose 
their drawings on the stimulus figures and others were unsure of the proper place- 
ment of their reproductions. Much supervision and direction was required with the 
administration of thisform. The cases where the reproduction superimposed or over- 
lapped the stimulus designs also caused considerable difficulty in rating. 

Adult scoring systems, applied to children’s records, often produce distortions, 
which are, in fact, merely reflections of the young age level of the subjects. Clinicians 
evaluate the protocols of young subjects within a developmental framework; hence, 
make allowances for mechanical imperfections and grossness of design reproduction. 
The proposed rating scale was defined specifically to evaluate objectively the repro- 
ductions characteristic of young children so that typical behavior was not penalized. 

Although all correlation coefficients, rate-rerate and inter-rater, were high, 
analysis of individual designs revealed that some designs appeared to be more ratable 
than others with the 5-point scoring system. For example, Design A was rated the 
most consistently; Design 6 appeared to be least ratable. Obviously, the most re- 
liable score is obtainable when the total of all designs is used. Since the proposed 
rating scale can be applied quickly and easily, all nine designs can be evaluated 
within a reasonable time. 

The findings of this study have not been validated against any external criteria. 
The research has been concerned only with establishing the reliability of the in- 
strument. It is recognized that the rating scale scoring technique is of limited scope, 
however, the proposed modified administrative techniques and scoring system make 
possible the use of the Bender-Gestalt Test as a preliminary screening device for 
larger group situations. 


SUMMARY 
The purpose of this research was to investigate the effect of modified adminis- 
trative and scoring techniques on the Bender-Gestalt Test performance of kinder- 
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garten children by administering the test in three different methods and applying 
two different types of scoring systems. The sample consisted of the total kinder- 
garten population of a public unified school district (N = 221 

Using a stratified random sampling technique, which considered sex and age as 
variables, the population was divided into three groups. Group I (Control) was ad- 
ministered the designs in the usual individual form. Groups A and B were administ- 
ered the designs by two markedly different group techniques. A maximum of ten 
children was in each test session. 

Two quantitative methods were used to evaluate each protocol for the entire 
sample: (a) The Pascal-Suttell method, and (b) a five category rating scale system 
developed by the authors. Three independent judges rated each record for the total 
sample; a fourth independent judge scored each record using the Pascal-Suttell 
system. The three rating system judges rerated 50 protocols approximately one 
month after the first rating; rating order was the same for each judge 

The high correlation coefficients obtained for all rater comparisons suggest that 
the scoring system proposed by the authors is a reliable instrument for evaluating 
performance of kindergarten children on the Bender-Gestalt Test. The obtained F 
of less than one indicated no significant difference between the three administrative 
methods and suggests that it is feasible to use the Bender-Gestalt as a group test for 
young children 
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SOCIAL DESIRABILITY AND THE GROUP RORSCHACH 
DALE LE NOUE, BERNARD SPILKA, ROBERT VAN DE CASTLE AND ALBERT PRINCI 


University of Denver 


INTRODUCTION 

The present study was designed to investigate whether social desirability exerted 
an effect upon group Rorschach responses. Among the meanings which can be 
assigned to percepts on the Rorschach is that of a reality or form dimension. That 
certain responses to the Rorschach occur with great frequency simply because the 
“blot”? or an aspect of it resembles some real object is well known and considered 
in the formal scoring. Any attempt to determine the relationship between social 
desirability and response frequency would thus have to be controlled for reality. 
The hypothesis tested was that percept frequency is independent of social desirability 
when reality is controlled 

METHOD 

Subjects. The Ss were 269 students from introductory psychology classes at the 
University of Denver. These were divided into four groups: group 1 consisted of 54 
Ss; group 2 of 57 Ss; group 3 of 81 Ss and group 4 of 77 Ss. 

Materials. Ten standard Rorschach slides and a slide projector were employed. 
Graphic type rating forms on which the Ss indicated degree of (a) reality, (b) social 
desirability, and (c) descriptiveness were developed. 

Procedure. Group 1 was shown the Rorschach slides and asked to evaluate 40 
percepts as to how realistic they appeared. These percepts were derived from proto- 
cols of 125 college students other than the present Ss. Two frequent and two in- 
frequent responses representing the same location area for each card were chosen. 
On five of the cards, the location area was the whole blot and on the other five a 
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iil area. Group 1 Ss rated these percepts on a six-point scale with a rating 
signed to those which appeared extremely realistic and a rating of 6 to those 

idged extremely unrealistic 
Group 2 rated the same 40 percepts for social desirability, but did not have the 
ides presented while they made their ratings. A large hand made ink blot was 
shown for general orientation. It was explained that the percepts being rated had 
been obtained from 10 other ink blots somewhat resembling this example. A rating of 
| represented high social desirability and a rating of 6 extreme social undesirability. 
Group 3 judged only 20 percepts and had the Rorschach slides present while 
naking their judgments. For each card, two percepts were selected so that their 
erage “‘reality’’ scores computed from group 1 ratings were almost identical but 
their social desirability scores computed from group 2 ratings differed as much as 
pr yssible The Ss were asked to choose which of the two percepts was most descriptive 
for the card area pointed out to them. Thus, if social desirability were the crucial 
ariable, the percept rated as more socially desirable should be chosen with greater 
frequency. The 20 percepts, their location areas and rating scores, are shown in 


[asBLe 1. Perceprs EMPLOYED FOR TESTING GROUPS 3 AND 4 


Mean Scale Values 
Beck Social 
Locations Percept Reality Desirability 


Moth 

Insignia’ 
Arrowhead 
Missile 
Stomach 
Spilled Ink 


X-Ra J 


3 


) 


Www 
2Wt 


w 
WNNWNNWWWWNHN FNM WWWH 


Aeroplane 
Mountainous Landscape 
Totem Pole 
Fl jing Fish 
Dress Collar 
V ase 
Butterfly 
I lower 
[X Fireworks 
Undersea Life 
X 1) 9 Clouds 


Sea Horses 


bo bo mB OD DO OTR WW 


w ww w 
— mt wm CI G> WO 


7 


\Percepts in italics are those with high social desirability scale values. 


Group 4 had the same task and conditions as group 3 except that an additional 
variable of stress was introduced through the instructions. This group was told that 
the responses were those seen by mentally ill persons and were indicative of various 
forms of mental pathology. Ss were also instructed to put their names on the paper; 
a requirement not asked of other groups. It was felt that group 4 conditions ap- 
proximated the possible emotional influences which might be encountered in actual 
clinical testing situations. 


RESULTS AND DIscuUSsSsION 
To assess the hypothesis, the number of Ss in groups 3 and 4 choosing the more 
socially desirable percepts was evaluated by the Wilcoxon Matched-Pairs Signed- 
Ranks Test’. As shown in Table 2, neither group 3 nor 4 chose the socially desir- 
able percepts significantly more often. No significant differences between high and 
low social desirability alternatives were noted as a function of the judge’s sex. Since 
Ss did not pick the socially desirable responses significantly more often than those 
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MEANS AND RESULTS OF THE WILCOXON MATCHED-Parrs SIGNED RAaNks Test FOR ALI 
GROUPS AND VARIABLES 


High pocial Low Social 
Desirability Desirability 
Variable Percepts Pe rcepts 


an Reality Scale Values (Group 1 3 
san Social Desirability Scale Values 2 
(Group 2) 
an Choice Frequency as Descriptive 
(Group 3) 
“an Choice Frequency as Descriptive 
(Group 4) 
an Frequency of Appearance in 125 
Protocols 


3 
R 


1A T value of 8 or less indicates significance at the .05 level 


rated low in social desirability, social desirability seems to exert no influence on the 
choice of these responses to the group Rorschach. 

These results are in agreement with those of Pena’? who concluded that social 
desirability scores on the Edwards SD scale“ were unrelated to a specially devised 
torschach SD scale for a group of mental patients. Rozynko’s®? study indicating 
that social desirability exerts a significant effect on a more structured projective de- 
vice, the sentence completion test, suggests the hypothesis that social desirability 
may be a relevant variable in personality measurement to the extent that the test 
is structured. 

Since group Rorschach protocols were available on 125 other college Ss, it was 
possible to correlate percept frequency with social desirability and reality scale 
values. Response frequency from these 125 protocols correlated —.25 with reality 
scale values and —.04 with social desirability scale values. Neither coefficient at- 
tained significance at the .05 level with 38 degrees of freedom. It is also interesting 
to note that reality and social desirability scale values correlated .01 for the 40 per- 
cepts, thus indicating the independence of these dimensions. Although the percepts 
utilized in this study may not have been truly extreme with regard to social desir- 
ability since they were selected from those of college Ss, the stress introduced in 
group 4 should have accentuated any socially desirable response sets if such could 
be elicited. 

SUMMARY 

Groups of undergraduate students were asked to rate Rorschach percepts along 
various dimensions. Group 1 rated 40 percepts along a six point scale of realism 
while they viewed the appropriate Rorschach slides. Group 2 rated the same 40 per- 
cepts along a six point scale of social desirability in the absence of any Rorschach 
stimuli. These ratings were then used to select two Rorschach responses for each 
card in such a way that the two percepts were similar in reality ratings but dis- 
similar in social desirability ratings. Group 3 indicated which of the two alternative 
percepts provided a better description of the blot area. Group 4 had the same task 
except that they were told that the percepts were related to mental pathology. It 
was found that the more socially desirable alternative percepts were not chosen with 
greater frequency under either regular or stress conditions when reality considera- 
tions were controlled. In brief, the present study does not indicate the operation of 
response sets toward social desirability in the group Rorschach. 
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INTELLIGENCE TEST FOR CHILDREN 


VYTAUTAS J. BIELIAUSKAS AND JOSEE F. MOENS 


Xavier University Ecole Supérieur de Psychologie 
de l’ Université de Louvain 


INTRODUCTION 

The H-T-P standardization sample as described in the manual included 140 
subjects age 16 and above. Since the norms for evaluation of the House-Tree-Person 
drawings in terms of 1Q’s were derived from such populations, it may be assumed 
that this type of intellectual evaluation was prepared primarily for adults. How- 
ever, soon after the publication of the H-T-P manual various workers in the field 
began to show considerable interest for application of this technique to children 
Buck advanced some suggestions for usage of the H-T-P with children in the 
Proceedings of Richmond Workshop. Jolles®) and Jolles and Beck“® " provide 
some empirical data concerning specific aspects of children’s drawings such as sexual 
identification and vertical and horizontal placement of the drawings. Bieliauskas“ 
proposed the steps for standardization of the H-T-P on children. The first steps in 
this direction dealing with establishing of the developmental patterns in the H-T-P 
drawings of children have been completed in the subsequent years by Duffy“, 
Woods and Repucci‘'*’, Markham“*), and Bieliauskas and Pennington®’. At the 
present time, a review of the literature did not reveal the existence of an H-T-P 
scoring system for evaluation of children’s drawings. Siegel’s“*) preliminary attempt 
to establish the validity of the qualitative aspects of the H-T-P with children showed 
some promise, but it never was followed. There was no attempt found to examine 
empirically the feasibility of using the present H-T-P scoring system with children. 
However, observations of clinicians who are using the H-T-P with children suggest 
that some of them apply the present H-T-P scoring system to the scoring of children’s 


drawings regardless of the limitations of the normative data. Therefore it appears to 
these writers that at least a pilot type of examination of the validity of the present 
H-T-P scoring system for quantitative evaluation of children’s drawings is needed 
as a necessary step in H-T-P standardization 


PROCEDURES 

Our subjects were 63 grade school children, 23 were second graders and 40 in the 
fifth grade. The second graders’ ages ranged from 7 years 2 months to 9 years 1 
month, mean age being 7 years 9 months. The fifth graders’ mean age was 10 years 
and 9 months and the age range was 9 years 11 months to 12 years 2 months. The 
population included both boys and girls, but for the purpose of this study no special 
effort was made to account for sexual differences. All pupils of the second and the 
fifth grade present in school on the day of testing were included in the sample. They 
were administered the achromatic H-T-P according to group administration pro- 
cedures. A short post-drawing inquiry was administered after the drawings were 
completed. On a different day they all were administered the Kuhlman-Anderson 
Intelligence Test. The administration of both K-A and H-T-P was performed by the 
classroom teachers who were carefully briefed and prepared for this task by the 
investigators. The drawings were scored by the investigators according to the pro- 
cedures described in the H-T-P manual. In following the suggestions of Buck ob- 
tained through personal communication an additional set of corrected H-T-P scores 
was obtained in transferring the original scores to 1937 Stanford-Binet tables“. 
Procedure for such a transfer of scores is also described in the Wide Range Achieve- 
ment Test Manual *’. Both the original and the corrected H-T-P IQ’s were compared 
with Kuhlman-Anderson 1Q’s at first in calculating the means, standard deviations 
and standard error of the means. Then the four original and corrected IQ’s for both 
grades were correlated with Kuhlman-Anderson IQ’s by Pearson’s r and levels of 
significance established. The statistical procedures as described by Guilford“ were 
followed in computing the data. 
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RESULTS 
The M’s, o and oy for the second and the fifth grades on the Kuhlman-Ander- 
son Intelligence and the original and corrected H-T-P 1Q’s are presented in Table 1. 
TABLE 1. Means (M), StanpDARD DEVIATIONS (¢) AND STANDARD ERROR OF THE MEANS (om) AND 
THE ORIGINAL AND CORRECTED H-T-P IQ’s For 2ND AND 5TH GRADE CHILDREN 


Second Grade Fifth Grade 


[Q Category I o M 


K UHLMAN-ANDERSON 35 10.83 2.¢ 101 
H-T-P OriGinat Scores 

% Raw G : é 85.7 

Net Weighted 58. 74 é é 85.85 

Good Score 4S 8.7% 89 . 5! 

Flaw Score ¢ 2.08 82 
H-T-P CorRECTED SCORES 

% Raw G 16.7! 4.2: 122 

Net Weighted : 19. 4.1: 121 

Good Score 25 . 2% 18 3.97 126.75 O8 

Flaw Score >.04 16.5 3.46 116.$ 45 
The mean IQ’s derived in using the original scoring system are consistently lower for 
both grades as compared with K-A mean IQ’s. The standard deviations and standard 
error of the means are also lower as compared with K-A with the exception of the 
Flaw Score IQ for fifth grade. However, the means of corrected H-T-P 1Q’s are con- 
sistently higher as compared with K-A IQ’s. In case of corrected scores the standard 
deviations are also higher and the standard error of the means is noticeably aug- 
mented. Table 2 shows the Pearson r’s for the correlations of the K-A and the 
original and corrected H-T-P IQ’s for the second and the fifth grades. All r’s are 
significant from zero for the second grade at either .05 level or .01 level, with the 
exception of the r for the Good Score 1Q. All the r’s without exception are significant 
at .01 level or better for the same comparisons for the fifth grade. 


TABLE 2. PEARSON R’s BETWEEN THE KUHLMAN-ANDERSON TEST AND THE ORIGINAL AND 
CorrectTED H-T-P IQ’s For Tue Seconp GRADE AND THE FiFTH GRADE 


Grade Data Percent Net Good Flaw 
Raw G Weighted Score Score 


K-A and H-T-P 
Original IQ’s 
K-A and H-T-P 
Corrected [Q’s 


K-A and H-T-P 
Original IQ’s 
Df = 38 K-A and H-T-P 
Corrected IQ’s 
**Significant at .01 level 
*Significant at .05 level 


DIscussION 

The results indicate high significance of the Pearsonian r’s for the: second and the 
fifth grade for both original and the corrected H-T-P scores. These r’s are not 
sufficiently high for individual prediction as required by Kelley’s theory “*? but are in 
most instances sufficient for group prediction. The original H-T-P means approach 
closer the K-A means at the fifth grade level as compared with the sec nd grade, 
suggesting that the present H-T-P scoring system will probably be more applicable 
to subjects whose age approaches closer to 16 years or above. The correction of the 
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IQ’s in using the Stanford-Binet tables increased the significance of the r’s but this 
procedure also increased the IQ’s above those obtained on Kuhlman-Anderson Test. 
It appears that in using the original H-T-P IQ’s we tended to hit below the K-A 
[Q’s while in using the corrected IQ’s we exceeded considerably the K-A IQ’s. The 
analysis of different H-T-P IQ categories suggests a somewhat peculiar behavior of 
the Flaw Score IQ’s which show highest o and oy in most instances. This finding 
tends to support the theory of Bieliauskas®) concerning low scorer’s reliability for 
the Flaw Score I1Q’s. 

Our data could also provide support for the existence of developmental charact- 
eristics in children’s H-T-P drawings. 


SUMMARY AND CONCLUSIONS 

In this preliminary study of the validity of the H-T-P as an intelligence test for 
children, the achromatic H-T-P and Kuhlman-Anderson Intelligence Tests were 
administered to 63 grade school children. Twenty-three children were in the second 
grade and 40 were in the fifth grade. The H-T-P drawings were scored at first in 
using the present H-T-P scoring system and then the IQ scores were corrected in 
using the Stanford-Binet tables. The H-T-P 1Q’s thus obtained were compared with 
the K-A 1Q’s in terms of Means, Standard Deviations and Standard Error of the 
Means. Pearson r’s were calculated for both sets of data and were significant at .05 
or .01 levels of confidence in all instances except one. In this study the mean I1Q’s 
tended to be lower than K-A IQ’s in using the original IQ scores, but it excelled the 
K-A IQ’s when correction was used. It was concluded that for the population studied 
the present H-T-P scoring system could legitimately be used for group prediction, 
but that it needs considerable modification for its application for the purposes of 
individual prediction. The correction in using the Stanford-Binet tables did not 
provide a satisfactory solution to the problem. 
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ALBERT C. CAIN 
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INTRODUCTION 

The technique described briefly below is best viewed in the context of recent 
attempts to gain more direct projective test expression of unconscious fantasy 
material by ‘inducing’ natural defense mechanisms in the testee“’. Our assumption 
is that under the additional protective guise provided by these artificially-induced 
defenses, the ego may tolerate far less censored fantasy production. What follows is 
the presentation of such a supplementary clinical technique found valuable first 
with the C. A. T. and later with other thematic tests. Children’s frequent ending of 
a story—and often enough their escape from creating much of a story—by having 
some or all of the characters go to sleep or be asleep on C. A. T. cards 5, 6 and 9 pro- 
vides an opportunity to introduce such a technique. By this projective device within 
a projective device, our hope was to elicit less disguised expression of unconscious 
material, probe the flexibility or thickness of defenses, and perhaps at times obtain 
a core sample of the layering of defenses. 


TECHNIQUE 

At the end of any story in which the central figure is sleeping, the last inquiry is 
“What did X dream?’’. (This form of question is far more likely to net a dream 
than asking whether X had a dream.) We have never found it necessary to explain 
to the child what a dream was. Upon the child’s presentation of a dream, we leave 
to the examiner the question of the likely value and effects of further inquiry into 
the dream content. Occasionally with cards 5 and 6 we inquired into the dreams of 
each of the three figures said to be sleeping. The results have been sufficiently re- 
warding that this is now done as often as not. 


RESULTS 

Roughly 80% of the children, covering the entire spectrum of childhood psycho- 
pathology from mild adjustment problems within normal limits to childhood 
psychoses, responded with a dream. The technique so far has been used and worked 
readily with children six years and older, and with those of borderline intelligence 
and above (the borderline and dull average intelligence group seemed particularly 
receptive to the technique). The “dream” inquiry nevertheless remains something 
less than pure magic. The negativistic, defiant child insists the figure is not dream- 
ing; the suspicious child is as guarded and distrustful as ever; the child producing at 
best fragmented associations continues to barely look at the cards. Much as reported 
by Jones with the Negation T. A. T.?, though, there are a number of children pro- 
ducing otherwise meager, usually highly descriptive stories, who seem almost re- 
lieved by the further disguise and partial release from the card stimulus that the 
dream provides; they create rich dreams, and sometimes even spontaneously intro- 
duce dreams into later cards. Especially useful as it may be for this group, the 
dream inquiry’s value has been broad enough to suggest its routine use, and even 
some extensions within and beyond C. A. T. administration. Brief excerpts, some 


using but portions of a single dream, will serve to illustrate the type of results ob- 
tained. 


1The work with this technique was part of a project at Children’s Psychiatric Hospital utilizing 
supplementary dream, negation, and fairy tale task instructions to various projective tests. Partici- 
ants included Marc Pilisuk, Barbara Maupin, and Drs. Bettie Arthur, Ann Vroom, Jeree Pawl, J. 
ichard Metz, and Mary Jane Keller. The author is especially indebted to Dr. Anna S. Elonen for a 
critical reading and suggestions. 
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Rick, intensely attached to his mother and with a longstanding sleep disturbance of an un- 
clear nature, simply has all the figures asleep in his story to Card 5. The dream has the child 
sleepwalking, walking to his parent’s bedroom, staring lengthily at their bed, then getting into it. 


A brain injured boy who has been mercilessly pushed by a nagging, perfectionistic, com- 
pulsive father, tells a story to Card #1 (T. A. T.) of a boy who, after being badly pressed by his 
male v teacher, falls asleep while he should be studying. After being rudely awakened and 
punist he boy apologizes contritely. In the dream, however, the boy smashes his violin to 
bits, thro..s it away. (The history revealed that Pete obeys his father, but has torn up school 
work, threatened and attacked his male teacher). 

The story toC. A. T. Card *8 of a very, very good boy, who is even sweeter to his new baby 
brother than to his mother, is limited to trivial conversation between the monkies. The youngest 
monkey goes off to bed and sleeps. His dream—of picking up and hurling away a baby monkey. 


The reader’s impression from these examples may be of a technique mostly 
providing an uncomplicated reflection of unmodulated impulse life. While such 
dreams have been given frequently enough, the complexity of the dreams may reach 
the following proportions: ‘‘Well, he dreamt that he was in this great big cave with a 
bunch of mountain lions, and he was in the cave and when the mountain ‘lions started 
at him, he threw this torch at ’em and they went back and then he had a gun on 
him and then he went down farther and farther and suddenly he came into this 
valley where he had been before and all the people didn’t believe he was in this valley 
so he went—came .. . back into the cave and the mountain lions were there yet, so 
he crawled out of the hole and he went home.”’ Or, in another elaborate dream where 
the story proper simply had all three bears sleeping: ‘“They’re dreaming of going 
outside—play in the snow. It’s cold out, freezing cold—they like to play in the cold 

brother bear wants a sweater and they don’t hav e any money for it . . . they’re 
playing i in the snow, and they fall down and die (?) Cuz a knife is stuc k up in the 
snow—arrow, when a hunter was shooting arrows. And the two mommie bears die, 
but not the baby bear, the baby bear was covered with ice . . . but he never, never 
died cuz he had magic powers.”’ 

To state their scope without focusing on details, the dreams have ranged 
through: rabbits being skinned alive by hunters; ‘‘gonna get killed’’; ‘gonna live 
2,000 years’’; learning that this is not his real family—the young rabbit had been 
kidnapped; owning the whole world; having a real child, not a doll; the boss letting 
him be boss for one whole day; discovering that the goblin who came at night and 
scared you, but who you caught and ate, was really your mother disguised; ‘‘he shot 
his father’; being a foreign dog in a strange place, surrounded by dog police, not 
knowing what had been done wrong, but still being dragged off to jail. 

The dreams, in brief, have been found to contain a wide sampling of psychic 
contents: pure wishes (conscious and unconscious), specific fears and vague appre- 
hensions, particular impulse-defense constellations, major reality concerns, sexual 
identity confusions, fantasies of omnipotence, unconscious perceptions of parents, 
reflections of parental handling and attitudes, superego accusations and actual 
events. In one instance, a major symptom which had remained unknown through 
the full initial intake was revealed. The dreams’ relation to the stories from which 
they sprang also varied greatly: from sheer repetition to obvious continuation of the 
story; from continuations visible-only by interpretation of unconscious linkages to 
a few instances where there seemed no discoverable relationship whatsoever. Much 
remains to be learned of the dreams’ relationship to other projective material, so 
too their relationship to the dreams related in the initial psychiatric interview, to 
later data from therapy, and to our general knowledge of children’s dreams “‘in the 
raw.’’ The material elicited corresponded most closely in impulse and imagery to 
that produced on the Rorschach, though the story form necessarily meant greater 
secondary elaboration. While in a few cases the data or inferences from the dream 
(and the ways the dream was used or rejected) were unique amidst the body of test 
and interview material gathered, the preponderance simply supported and strength- 
ened notions gained from less fantasy-dominated, greater inference-requiring data.* 


she Bupeested interpretive parallels between a dream within a dream or a play within a play“: *) and 
cts of this technique bore little fruit. 


the pr 
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We were initially concerned that the dream material itself might have too great 
an influence on the remainder of the child’s C. A. T. performance, influencing it in 
unknown directions. Careful attention to this possibility has convinced us this is 
rarely the case, at least to any significant extent. Nevertheless there were cases 
where children mentioned dreams on later cards spontaneously; where they had the 
animal in a very human fashion reassure itself ‘it was only a dream’’; there was one 
instance where a child appeared to avoid allowing the characters to fall asleep lest 
their dreams be solicited; two others where the relatively undisguised material they 
had let come through made patients openly anxious during the next card; and one 
instance where a clinging, panphobic girl, initially considered only ‘‘phobic and 
immature’, never could recover the defenses eschewed in a dream inquiry, per- 
severating severely pathological material throughout the rest of the C. A. T., and 
giving full evidence (soon confirmed from other sources) of a basic psychotic process. 

Beyond the great deal yet to be learned about this technique, as suggested 
above, and the cautions to be observed both in its administration and the inter- 
pretation of its gleanings, there only remains to be noted our extension of the tech- 
nique to any occurrence of ‘a character being unconscious (e.g., under hypnosis, 
knocked out, etc.) in a story, and to stories on other thematic tests (T. A. T., Michi- 
gan Picture Test, Symonds Picture Story Test) where a character is seen as asleep 
or unconscious. 

SUMMARY 

A technique is presented which, by artificially inducing natural defense mech- 
anisms in the test-taker, encourages less censored fantasy expression on thematic 
tests. The initial investigation of the technique was confined to the C. A. T. When- 
ever a character in a story told to the C. A. T. was said to be sleeping, the child was 
asked, ‘‘What did he dream?”’ Roughly 80% of the children tested, including those 
whose story material was slim and unrevealing, responded with a dream, the dream 


content often being relatively transparent. Examples are presented illustrating the 
products of this technique. The kinds of fantasy material elicited are noted, and the 
effect of the dream inquiry upon the stories to follow is considered. Possible ex- 
tensions of the use of this supplementary clinical technique are suggested 
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A COMPARISON OF THE SENTENCE COMPLETION RESPONSES OF 
PSYCHOPATHS AND PRISONERS! 
LEONARD KINGSLEY 


Veterans Administration Hostal, Brooklyn, N.Y. 


PROBLEM 
This study investigated the suitability and applicability of the Sentence Com- 
pletion Test (SCT) to the study of the personality structures of psychopathic offend- 
ers. Specifically, does the SCT significantly differentiate between psychopaths and 
other prisoners and ‘‘normals’’? Only one other study has been found which reports 
on the SCT responses of prisoners“). 


‘Grateful acknowledgment is made to Dr. Ardie Lubin and to Major Harold Williams, Walter 
Reed Army Institute of Research, for their suggestions. 
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METHOD 

The subjects consisted of the same groups utilized in previous research ®? in- 
volving: 25 psychopathic offenders *: ». *), 25 nonpsychopathic individuals with “no 
psychiatric disease’ *: »- '§) and 50 non-incarcerated controls. The two prisoner 
groups and the ‘‘normals’’ were individually matched for age and education with 
89% or more of the subjects meeting the criteria of being within two years and two 
grades, respectively 

A revised form of the Sacks SCT? was administered. Sacks’ “4: ». 37 scoring 
system was used with two changes. A rating of zero was substituted for that of X 
where no rating could be given because of insufficient data. Such responses were 
treated as ‘‘cannot says’’ and assigned this score when, in the judges’ opinion, they 
made no contribution to their evaluations. Then, /, 2, and 3 ratings for no, mild, and 
severe emotional disturbance, respectively, were used in place of 0, 1, and 2 

Two judges’ rated each of the 15 variables of each record; there was 74% agree- 
ment of the 1,500 scores. In the remaining 26% of the cases where the judges had 
disagreed on a rating, the protocol was given to a third judge’ for evaluation, with 
the result that there was 67% agreement for most of these remaining variables. In 
a very few instances, the rating of the third judge differed from both of the previous 
two. In such cases, the mean of the three ratings was used for the final score. 


RESULTS 
The means and standard deviations of the SCT ratings are given in Table 1. 
Since none of the means could be over 3, a score falling within the 2-3 range was con- 


TABLE 1. MEANS AND STANDARD DEVIATIONS OF Sac Ks SCT Scores oF PsycHopartus, 
NONPSYCHOPATHIC PRISONERS AND “NORMAL” CONTROLS 


Variable Psychopaths Prisoners Controls 
Attitude toward Mean S.D. Mean S.D. Mean S.D. 


Mother 

Father 

Family unit 
Women 
Heterosexual relations 
Friends 

Authority figures 
Subordinates 
Colleagues 

Fears and anxieties 
Guilt feelings 
Self-esteem 
Hostility 

The future 

Goals 





30 > 
.92 
56 
64 
56 
48 
60 
68 
48 
28 
08 
76 
24 
44 
44 
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sidered to suggest emotional disturbance within that area. Table 1 indicates that 
only the fears and anzieties, guilt feelings, and hostility scores in the psychopath 
group would suggest such an interpretation. 

Analysis of variance was then used to compare the scores of the three groups.‘ 
The findings, using ts following significant Fs, were as follows: The psychopaths’ 


*The revised form of the SCT was based upon combined items from the first and second forms 
which were very kindly provided by Dr. Sacks in a personal communication. 

*The writer wishes to express his appreciation to Drs. Jay Blank, Stanley Newman and Edward 
Sulzer and to Pfc. Fred Baston for acting as judges in this study. 

‘Analysis of variance, ‘s and Fs reported in Table 2 are available from the American 
Documentation Institute as Document 6519. A copy may be secured by citing the Document number 
and by remitting $1.25 for photoprints, or $1.25 for 35 mm. microfilm. Advance payment is required. 
Make checks or money orders payable to: Chief, Photoduplication Service, Library of Congress. 
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scores were significantly greater than those of the nonpsychopathic prisoners in the 
areas of hostility, heterosexual relations, attitudes toward authority figures and towards 
subordinates, and guilt feelings. The psychopaths’ scores were significantly greater 
than those of the ‘“‘normal’’ controls in these five areas plus those of attitudes toward 
father, the family unit, and the future, and in self-esteem. The scores of the other 
prisoner group were greater than those of the controls, to a significant degree, in the 
areas of self-esteem and hostility. 


DISCUSSION 

Locke, using a mixed group of prisoners with the Stein SCT, concluded that 
“the prisoner group was more maladjusted than the nonprisoner group in all areas 
studied, and there were significant differences in attitude toward inferiors, in 
attitude toward peers, in guilt feelings, and in energy level’: »- 188). In this study, 
significant differences occurred in the areas of attitude toward subordinates (in- 
feriors) and in guilt feelings, while energy level was not evaluated. Some of the other 
areas measured in this study were not included in the Locke one. However, it is 
interesting to note that Locke’s mixed group of prisoners exhibited disturbance in 
the area of guilt feelings as did the psychopaths in the current study. Since this area 
is one of considerable theoretical and clinical controversy, an analysis of the type of 
guilt feelings reported by the subjects was undertaken. A little over one third 
(37.5%) of the total number of responses dealt with regret over past offenses or 
over the time being spent in the disciplinary barracks. These items, when inquired 
into, did not seem to reflect genuine remorse, but rather ‘‘mistaken judgment”’ by 
the offenders in the first case or unhappiness over being incarcerated in the second. 

With reference to the previous study’, the SCT, like the MMPI, is capable 
of differentiating prisoners from ‘‘normal’”’ controls. However, the SCT, unlike the 
MMPI, also seems capable of differentiating between sub-groups of prisoner cate- 
gories. 


SUMMARY AND CONCLUSIONS 

A revised form of the Sacks SCT was administered to 25 psychopaths, 25 
offenders with no psychiatric disorder and 50 ‘“‘normal’’ controls. The 15 variables 
of each protocol were rated for degree of emotional disturbance by two or more 
judges. The results indicated that psychopaths may be considered to be maladjusted 
individuals in contrast with both the other prisoner and the non-incarcerated groups. 
Although some question was raised as to the genuineness of the guilt feelings expressed 
by the psychopaths, the overall findings indicate that the SCT is of definite use in 
the differentiation and understanding of psychopathic personalities. 
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STIMULUS VALUES OF RORSCHACH CARDS* 
JOSEPH MAYER! AND ELIZABETH BINZ? 


Youth Guidance Cente r. W orceste - Massachusetts 


PROBLEM 

The symbolic stimulus-values of the individual Rorschach cards have been 
recently investigated, especially with regard to their male and female character- 
istics. Both clinical experience’ and experimental studies“: >) support the potential 
of certain cards to elicit male and female parental perceptions. Levy’, extending 
these studies with adults to children, had children match male and female dolls to 
each of the cards. He found that his Ss significantly matched Cards IV and VI with 
male figures and Card IX with female figures. The hypothesis of Card VII as a 
female card did not receive support. Hirschstein and Rabin®? hypothesized that 
delinquents from intact homes would show greater difficulty in responding to 
Cards IV and VII than delinquents from non-intact homes because the delinquents 
from non-intact homes had not experienced intra-family relationships. Using a 
standard Rorschach administration, they found that the Ss from intact homes re- 
acted significantly more slowly to Cards IV and VII and tended to produce less on 
these two cards than the Ss from non-intact homes. 

The present study replicates Levy’s study to test the reliability of his results 
concerning the potential of certain Rorschach cards to elicit in children preferential 
perceptions of male or female figures, and to test Hirschstein and Rabin’s findings 
concerning different perceptual reactions in children from different backgrounds. 


PROCEDURE 

Ss were three groups each of 16 latency age boys matched for age. A ‘‘normal”’ 
group was made up of volunteers from a local boy’s club. All came from intact 
homes. A “‘disturbed”’ group consisted of random cases chosen from the active file 
of the Worcester Youth Guidance Center. All Ss were in treatment, were not 
psychotic, and came from intact homes. A ‘‘disrupted’’ group consisted of cases 
chosen from the active file of the same child guidance clinic. All Ss were in treatment, 
were not psychotic, and met one of the following criteria for a disrupted home: one 
parent absent for at least two of the first six years of child’s life; if having lived in 
foster homes, then at least three different homes in first six years of life; if institution- 
alized, then institutionalization for at least one of first six years of life. 

All Ss were seen individually for two Rorschach administrations. In one, S 
matched a male or female 6’’ rubber doll to each of the Rorschach cards. In the 
other, S matched any combination of two identical male and two identical female 
dolls to each of the ten cards. Half the Ss in each of the three groups received the 
two doll administration first and the four doll administration second, and half the 
Ss had the order of administration reversed. The 10 Rorschach cards were presented 
to each § in a different random order. 


{ESULTS AND DISCUSSION 
Table 1 shows the results, for all Ss, of the male-female choice on each card. Chi 
squares were computed for each card to determine preferential selections of sex. For 
the two doll administration, preferential selection occurred significantly beyond the 
one per cent level, on Card IV (for male). For the four doll administration, prefer- 
ential selection occurred significantly beyond the one per cent level on Card 1V (for 
male) and Card VI (for male), and beyond the five per cent level on Card X (for 


*From the Worcester Youth Guidance Center. Dr. Theodore Leventhal, Chief Psychologist, 
offered valuable suggestions, and the staff gave full cooperation in arranging for subjects. Dr. John 


E. Lane, Worcester State Hospital, gave essential advice on some of the statistical problems, and Mr. 
Emerson C. Fersch, Worcester Boys Club, was most helpful in obtaining subjects. 

‘Now with The Psychiatric Service for Children, New England Medical Center. 

2\N ow residing in Zurich, Switzerland. 
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female). Chi squares for each card, to determine differences among the three groups 
of Ss in their preferential choice of sex, revealed no significant differences among the 
three groups for any of the ten cards. 


TABLE 1. PREFERENTIAL CHOICE OF MALE OR FEMALE DOLLS FOR THE 10 RorscHacu Carbs 
18) 


Two Doll Administration Four Doll Administration 
Male Female . Male Female 


24.5 
23 
21 
34 
26 


ov 
23 
24.: 
20.5 
17 


237 248.5 


&aMale includes choice of 1 male doll, 2 males, or 2 males plus 1 female. Female includes 1 female, 


2 females, or 2 females plus 1 male. Choices which show no preference (1 male plus 1 female, or 2 
males plus 2 females) are split between both choices 

*Significant at the .05 level 

**Significant at the .01 level 


These results support Levy’s“? findings with children insofar as Cards IV and 
VI elicited preferential perceptions of male figures, and do not support Card VII as 
a female, or mother, card. Levy also found Card IX to be associated with female 
figures. Table 1 indicates a similar tendency, although not significant, in the present 
results. In addition, Table 1 shows a significant preference for female figures on 
Card X. Meer and Singer“? found a similar result with their adult Ss, suggesting the 
color and lack of massiveness of Card X as possible factors. 

The normal children, disturbed children, and disturbed children from dis- 
rupted homes did not differ in their reactions to any of the ten cards. This differs 
from the finding of Hirschstein and Rabin 


SUMMARY 

Three groups of 16 latency age boys each, a normal group, a group of dis- 
turbed boys from intact homes, and a group of disturbed boys from disrupted homes 
were asked to match either a male doll or a female doll and any combination of two 
male and two female dolls with each of the 10 Rorschach cards. The results indi- 
cated: 

1. For the three groups combined (N = 48), Cards IV and VI were sig- 
nificantly matched with male figures and Card X was significantly matched with 
female figures. 

2. Contrary to expectation, no significant differences among the three groups 
were found with regard to preferential perception of sex on any of the 10 Rorschach 
cards. 
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THE RELATIONSHIP BETWEEN INSIGHT AND INTRACEPTION 
ALEXANDER TOLOR 


Fairfield State Hospital, Newtown, Conn. 


PROBLEM 

This study investigates the relationship between insight (as measured by the 
Insight Test “?) and intraception as measured by the Edwards" Personal Preference 
Schedule (EPPS). Tolor and Reznikoff®? defined insight as ‘‘the ability to compre- 
hend the causative factors underlying or determining general attitudes and behavior.”’ 
Edwards“: 1!) defined intraception as the need to ‘‘analyze one’s motives and feel- 
ings, to observe others, to understand how others feel about problems, to put one’s 
self in another’s place, to judge people by why they do things rather than by what they 
do, to analyze the behavior of others, to analyze the motives of others, to predict 
how others will act.’’ It is postulated that there is a positive relationship between the 
conceptually related variables of insight and intraception. 


PROCEDURE 

One hundred psychiatric aides at Fairfield State Hospital were obtained for 
testing. The Insight Test and the EPPS were administered in small group settings 
in the stated order with an interval between tests ranging from one day to four 
months. The majority of Ss took both tests within a week’s period of time. The 
responses of Ss who did not completely follow directions on either of the two tests 
were discarded. It was also decided to eliminate those responses produced by Ss 
whose scores On the consistency variable of the EPPS were less than 10. The con- 
sistency score is based on a comparison of the number of identical choices made in 
two sets of the same 15 items. The probability of 10 or more identical choices oc- 
curring by chance is only approximately .15. 

Through the elimination of Ss who failed to respond according to directions and 
those who did not meet the minimum standards of consistency, the sample was re- 
duced to an N of 67. There were 38 female and 29 male Ss in the final sample. The 
age range is from 20 to 63, with a median age of 44 years. Educationally, these Ss 
ranged from grades 7 to 16, the median grade completed being the 11th. 


RESULTS AND DISCUSSION 

The general hypothesis that there is a positive relationship between insight and 
intraception was tested in two ways. First, a product-moment correlation was com- 
puted between Insight Test and intraception scores. The obtained r of .31 is sig- 
nificant at the .01 level, supporting the hypothesis 

The second type of analysis consisted of comparisons of Ss who scored “high” 
and “‘low”’ in insight on the variable of intraception. Male and female Ss were treat- 
ed separately. Ss in each group were dichotomized according to whether they fell 
above or below the mean score in insight.2, The data concerning the intraception 
variable were treated with the ¢ test in order to determine the significance of differ- 
ences between the “‘high’”’ and “‘low”’ insight subgroups. 

The means of 18.9 (S.D. 3.23) and 16.1 (S.D. 3.77) obtained for the ‘“‘high”’ and 
“low” insight female subgroups, respectively, yielded a t of 2.36 which is significant 
beyond the .02 level. However, in the case of male Ss, the means of 17.6 (S.D. 4.22) 
and 16.0 (S.D. 5.36) obtained for the “high” and “‘low”’ insight subgroups, respec- 
tively, resulted in an insignificant t of .83. Therefore, the second analysis provides 
support for the hypothesis for female but not for male Ss. 


1The cooperation of Mrs. Rose Lee Adams, Director of the Nursing Department at Fairfield State 
Hospital, in procuring the psychiatric aides is gratefully acknowledged. 

*In computing these mean Insight Test scores, the few negative scores obtained from some 
individuals were changed to a value of zero. 
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Not only do these results suggest that the manifest need of intraception is re- 
lated to insight, as operationally defined, but the results also furnish additional 
evidence of the validity of the Insight Test. Previous validational studies“? used 
as criteria, groups which had been psychologically and psychiatrically identified as 
high or low in insight. The present study, however, contributes to the construct 
validation of the technique. It is obvious that if the present fairly crude version of 
the Insight Test permits significant construct validity to be established, a more 
highly developed Insight Test would be all the more useful. 

An incidental finding is that the psychiatric aides used in the present study were 
far less insightful than the groups of student nurses and psychiatric patients tested in 
a previous investigation °’. Whereas even the least insightful patients had averaged 
an Insight score of 27.3 in previous studies, the mean insight score for the male aides 
in the present investigation was only 19.4, and for female aides it was 17.6. The 
difference between the male and female psychiatric aides in Insight is not significant 
(t = .75). The generally low insight scores of psychiatric aides becomes even more 
noteworthy when compared with mean insight ratings of 33.70 and 36.14 for un- 
trained and trained psychiatric nurses, respectively. Although it is likely that in- 
tellectual differences account for some of these differences between aides and other 
groups of Ss, they probably do not sufficiently explain the marked disparities which 
occurred. 

SUMMARY 

The hypothesis that there is a positive relationship between the conceptually 
related variables of insight and intraception was investigated. Sixty-seven psy- 
chiatric aides completed the EPPS and an Insight Test developed by Tolor and 
Reznikoff®’. A low but significant correlation supported the generai hypothesis. 
An analysis by ¢t tests of the significance of differences between the means in intra- 
ception of Ss high and low in insight revealed a significant finding, consistent with 


the hypothesis, for female Ss but not for males. Implications of these findings for the 
validity of the Insight Test, and the considerably lower general insight of the psy- 
chiatric aides in comparison to other groups were discussed. 
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A FACTOR ANALYSIS OF SCALES OF 
EMOTIONALITY AND HOSTILITY 


A. W. BENDIG 
University of Pittsburgh 


PROBLEM 

Buss and Durkee“? reported the development of a 75-item inventory of various 
components of the general trait of ‘hostility’. The eight subscales within the in- 
ventory contained items purporting to measure ‘‘assault’’ (A), “indirect hostility” 
(IH), ‘irritability’ (I), ‘‘negativism’’ (N), “resentment’’ (R), “suspicion” (S), 
“verbal hostility” (VH), and “‘guilt’”’ (G). They report two factor analyses of the 
scales; one for male (N = 85) and one for female (N = 88) college students. The two 
obliquely rotated factors extracted in each analysis show considerable similarity with 
R, 8, and G loading on the first factor and the other five scales loading on the second. 
The only apparent inter-sample differences were that N loaded on both factors for 
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the men and G loaded on both factors for the women. In light of these results, a 
later study °’ combined the items of the R and § scales into a measure of ‘‘attitudinal 
hostility’’ and the A, IH, I, N, and VH scales into a measure of ‘“‘motor hostility”’ 

». 348) and correlated these two scores with several other scales designed to measure 
the second-order personality factors of ‘“‘extroversion’’ (El), ‘‘emotionality (EM), 
and ‘‘friendliness”’ (Fr). A factor analysis of the intercorrelations demonstrated the 
existence of a separate second-order ‘‘hostility’’ (H) factor which appeared to be 
highly correlated with the Em factor. 

The present study was designed to (a) check on the reported factor structure 
of the eight subscales on a new sample of college Ss, and (b) to extend the available 
information as to the relationship between the second-order 1[E and EM factors and 
the two first-order factors permeating the hostility inventory subscales. 


MerEtTHOD 

A large battery primarily composed of various scales measuring ‘‘anxiety”’ and 
‘‘neuroticism”’ had been administered to 425 college students enrolled in a one-sem- 
ester course in introductory psychology. The Buss-Durkee inventory was admin- 
istered to 151 students enrolled in a one-semester course in educational psychology 
at the beginning of the following semester and it was found that 95 Ss (28 men and 
67 women) had completed both batteries. The scores of these 95 Ss provided the 
data for the present analysis. 

Seventeen variables were selected for this analysis and were intercorrelated by 
the usual product-moment method. The eight hostility subscale scores were in- 
cluded, along with the Extraversion and Neuroticism scores of Eysenck’s Maudsley 
Personality Inventory: *’, the covert Anxiety and Overt Anxiety scores of the 1957 
IPAT Anxiety Scale®’, Taylor’s Manifest Anxiety Scale‘), the Neuroticism and 
Motivational Distortion scores of the Neurotic Personality Factor Inventory “?, and 
a 13-item version of the MMPI Lie scale. The sex dichotomy was included as the 
seventeenth variable (males scored one, females scored zero). 

The matrix of correlations was factored by the complete centroid method and 
the obtained factor loadings rotated to oblique simple structure using the analytic 
oblimax criterion.! 

{ESULTS 

Although ten factors were extracted from the matrix, only the first four factors 
gave meaningful results after rotation. Only one of the seventeen variables had a 
loading larger than .30 on either the fifth or sixth factors and none had significant 
loadings on the later factors. The first four factors accounted for an average of 47.8 
per cent of the score variances while none of the later factors added more than 3.4 
per cent to the common factor variance. 

The results of the oblique rotation process can be found in Table 1. The first 
factor is obviously the general ‘‘Emotionality” factor previously found to permeate 
these ‘‘anxiety’’ and ‘‘neuroticism”’ seales®’. None of the Buss-Durkee subscales 
load on this factor. The second factor loads highly on the MMPI Lie and Cattell 
Motivational Distortion scale and appears to be the ‘‘Falsification” (F) factor pre- 
viously identified. Cattell’s Covert Anxiety and the Buss-Durkee Negativism sub- 
scales are negatively loaded with this factor. The remaining two factors load almost 
exclusively on the Buss-Durkee subscales and appear to be the factors previously 
found. IH, I, R, and G load on the third factor which, for purposes of convenience, 
we will call “covert hostility’. A and VH load on the fourth factor which appears 
describable as ‘‘overt hostility”. None of the other inventory variables load on CH, 
but Eysenck’s Extraversion scale and Cattell’s Motivational Distortion scale have 
moderate to low loadings on OH. 


1The author's appreciation is extended to the University of Pittsburgh Computation and Data 
Processing Center for providing facilities for the statistical analysis. 





A FACTOR ANALYSIS OF SCALES OF EMOTIONALITY AND HOSTILITY 


TABLE l. 


Factor ANALYSIS OF Buss-DURKEE HOSTILITY SUBSCALES AND 


OTHER PERSONALITY SCALES (N = 95) 


Scales 


Assault (A) 


Indirect Hostility (IH) 


Irritability (I) 
Negativism (N) 
Resentment (R) 
Suspicion (5S) 


Verbal Hostility (VH) 


Guilt (G) 

MPI Extraversion 
MPI Neuroticism 
IPAT Neuroticism 
Manifest Anxiety, 
IPAT Covert Anxiety 
IPAT Overt Anxiety 
MMPI Lie 

IPAT Motiv. Distort 
Sex (Male) 


Correlations Among 
Oblique Factors 


EM 
F 

CH 
OH 


Em 


07 
16 
O9 
09 


—(Q2 


14 
OO 
11 

18 
56 
24 


23 
64 


05 
Zo 


32 
71 


OH 


73 
20 
10 
Ol 
—()2 
02 
65 
10 
39 
13 
-14 
01 
02 


42 


07 —37 


The correlations among the oblique factors indicate a large positive relationship 
between EM and CH (r = .71) and that OH is independent of both EM and CH 
r’s = —.07 and .01). Factor F is moderately and negatively correlated with the 
other three factors. 


CONCLUSIONS 

Although the results of the factor analysis confirm the previous finding that two 
oblique factors organize the hostility inventory subscales, the pattern of subscale 
loadings are not identical with those reported by Buss and Durkee’. The “‘assault”’ 
and ‘‘verbal hostility’’ subscales define one factor which, because of the obvious, 
outwardly-directed hostility content of the items, we have called ‘“‘overt hostility”. 
These two subscales were associated with ‘‘indirect hostility’, “‘irritability’’, and 
‘“negativism”’ on Factor II for Buss and Durkee®?. In the present study these last 
three scales switch over and load on the same factor as do the ‘‘resentment”’ and 
‘‘suspicion”’ subscales which had previously identified Buss and Durkee’s Factor I. 
All of the factor loadings of the ‘‘suspicion’”’ subscale are quite low, but its highest 
loading is on CH. The present results appear to make more psychological sense than 
do Buss and Durkee’s, for it seems more reasonable that scales measuring the more 
subtle, covert traits of ‘indirect hostility’, “irritability”, and ‘“‘negativism”’ should 
be associated more with the paranoid-like traits of ‘‘resentment’’ and suspicion” than 
with the violent, physically assaultive traits of ‘‘verbal hostility” and “assault’’. 

It is noteworthy that the MMPI Extraversion scale loaded on the OH factor, 
confirming the outwardly-directed nature of this trait. In studies where a separate 
EI factor appears, which was precluded in the present analysis because of-.the in- 
clusion of only one ‘‘marker’’ variable for the El factor, we would expect factors EI 
and OH to be more highly correlated than factors El and CH. The anticipated high 
relationship between the EM and CH factors was confirmed (r = .71), but EM was 
not related to OH (r = .07). Apparently highly emotional Ss tend also to be high in 
covert hostility but not necessarily high in overt hostility. These results suggest that 
factors EM and CH tend to be associated as a syndrome that is independent of a 
second syndrome consisting of the correlated factors EI and OH. This is speculation 
at the present stage, but does offer a reasonable hypothesis for research. 
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INTERCORRELATIONS AMONG MEASURES OF HOSTILITY! 
IRWIN G. SARASON 
University of Washington 


PROBLEM 
Interest in the assessment of hostile tendencies is rapidly increasing and it is 
important to discover whether or not different indices are tapping the same or 
different aspects of personality. In the present study three different measures of 
hostility or aggression were compared with each other and also with measures of 
anxiety and social desirability. Two of the hostility measures are of the global type, 


i.e., their items refer to hostility experienced in a variety of situations. These might 
be called general hostility scales. The third hostility index actually might be viewed 
as an inventory of relatively specific ways in which hostility is experienced and ex- 
pressed. In addition to determining the relationship of each of the two general 
measures to the specific hostility inventory scales, it was possible also to determine 
the extent to which these scales were related to each other. 

Since sex differences often are observed in response to personality question- 
naires, the present data have been treated separately for male and female Ss. By 
doing this it was possible to estimate the influence of sex of S on both the intercor- 
relations of the hostility scales and the scale means. 


METHOD 


Subjects. There were 148 Ss, 80 males and 68 females. The Ss were students en- 
rolled in introductory psychology courses at the University of Washington. 


Materials and Procedure. The following instruments were employed: the 22- 
item Hostility (H) scale of Sarason’s‘*) Autobiographical Survey, the 15-item Ag- 
gression scale of Waterhouse and Child’s ©’ Psychological Insight Test (WCA), Buss 
and Durkee’s®? Hostility-Guilt (H-G) Inventory, Bendig’s short form of Taylor’s 
Manifest Anxiety Scale (MAS), and Edwards’ “? Social Desirability (SD) Scale. The 
H-G Inventory consists of scales of hostility expressed in the forms of: Assault (A), 
Indirect (Ind), Irritability (1), Negativism (N), Resentment (R), Suspicion (S), and 
Verbal (V). It also includes a Guilt (G) Scale. 

Group testing was accomplished in two sessions. In one, the 150-item Psycho- 
logical Insight Test of Waterhouse and Child which includes an Aggression Scale, 
was administered, with Ss asked to respond to each item by checking one of four 


'This research was supported by a grant from the Graduate School Research Fund of the Univers- 
ity of Washington 





INTERCORRELATIONS AMONG MEASURES OF HOSTILITY 193 


points on a scale. For purposes of analysis, S’s responses were dichotomized as true 
or false depending upon whether or not S indicated that the item was characteristic 
of him. In the other testing session all of the other scales were included in a true- 
false questionnaire which also contained 50 filler items. 


RESULTS AND DIscussION 
Tables 1 and 2 present the intercorrelation matrices for males and females, 
respectively, for thirteen variables. Included in each of these matrices as a variable 
is a total score (BDT) on the Buss-Durkee Inventory. For both males and females, 


TABLE 1. INTERCORRELATIONS OF HostTILity, ANXIETY, AND SocrAL DESIRABILITY SCALES FOR 80 
MALE COLLEGE STUDENTS 


H G f S R N I IND 


A WCA WCA MAS § 


Hostility (H) 15 5é 17 22 40 36 33 52 53 40 
Guilt (G) 2 44 34 18 44 28 31 64 19 
Verbal (V) 39 51 36 54 71 48 
Suspicion (S) 38 31 40 26 13 56 28 
Resentment (R) 40 41 2: 32 61 44 
Negativism (N) 31 2 34 53 47 
Irritability (I) 56 32 80 37 
Indirect (Ind.) 27 63 18 
Assault (A) 63 23 
B-D Total (BDT) 50 
Aggression (WCA) 

MAS 


.217 at 5% level of significance 
.283 at 1% level of significance 
0 


these tables indicate a discernible degree of communality among the hostility mea- 
sures. In all but one case, that for H and WCA for females, the intercorrelations 
among H, BDT, and WCA are significant at the .01 level. However, when the inter- 
correlations for the Buss and Durkee. scales are considered, one sees that some pur- 


TABLE 2. INTERCORRELATIONS OF HostiLity, ANXIETY, AND SocraL DESIRABILITY SCALES FOR 68 
FEMALE COLLEGE STUDENTS 


A BDT WCA MAS SD 
Hostility (H) ) 3 07 30 29 37 40 23 17 —02 
Guilt (G) y > 36 06 47 05 58 10 41 -—39 
Verbal (V) , 20 18 44 45 68 3¢ 18 —09 
Suspicion (S) 44 05 35 50 2 33 —30 
Resentment (R) 04 48 56 2! 34 —48 
Negativism (N) 23 5 2% 31 r —20 
Irritability (I) : 82 
Indirect (Ind) ‘ 66 —25 
Assault (A) 2 —03 
B-D Total Neca ' 5E —47 
Aggression (WCA) , —33 
MAS 


SD 


R N I IND 


—52 


N = .250 at 5% level of significance 

N = .325 at 1% level of significance 

ported aspects of hostility seem to be quite unrelated to other aspects. For example, 
for both sexes the intercorrelations of V and S are nonsignificant. This was also true 
for V and R, V and N, S and N, S and Ind., S and A, R and N, Rand A, N andI, 
N and Ind., and N and A for females. It should be noted that to some extent these 
non-significant correlations are a function of the unreliability of the relatively small 
number of items per Buss-Durkee scale. 
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Examination of the correlations of the hostility with the anxiety and social 
desirability scores provides some rather interesting relationships. For both males 
and females, the hostility measures yielding the lowest r’s with MAS are H, V, and 
A. Also, for both sexes, the V and A scales show the highest correlatious of Buss- 
Durkee scores with H. For female Ss, the H, V, and A scales each show nonsignificant 
’s with SD. Of these three hostility measures, only A shows a nonsignificant r with 
SD for males. However, the r’s of H and V with SD for males are among the lowest 
for hostility measures with SD. 

These results indicate that the H, V, and A scales have quite a bit in common. 
Examination of the items for all hostility measures suggests that these three scales 
contain a higher percentage of items relating to overt acting out or direct expression 
of hostile impulses than is true for the other measures. Could it not be the case, as 
Buss and Durkee have suggested, that there are at least two major types of hostility 
test items? One of these might be viewed as referring to hostility experienced on an 
attitudinal and non-overt level; another might be viewed as referring to the tendency 
to directly express hostility. These two aspects of hostility will have to be clarified in 
order to proceed fruitfully to construct validation studies of hostility. Certainly, one 
might expect varying behavioral consequences of experimental procedures depending 
on whether a given S is “high hostile’ on items related to hostile attitudes or “high 
hostile’ on items related to direct expression of hostility. 

Two aspects of the present results which pose theoretical problems are the low 
correlations of the H, V, and A scales with MAS and SD. If one views the arousal of 
anxiety as a correlate and consequence of the expression of hostility, then relatively 
high positive r’s with MAS might have been expected in the present study. If one 
views the expression of hostility as socially undesirable, then relatively high negative 
r’s with SD might have been expected. Neither of these expectations was fulfilled. 
Perhaps the failure of H, V, and A to correlate very strongly with SD is the more sur- 
prising of these two failures. Certainly if one interprets the high negative correlations 
of many anxiety scales with SD in terms of varying tendencies of Ss to emit socially 
desirable responses, then one might predict similar results for hostility, the ex- 
pression of which is probably even more socially undesirable than is anxiety. Study 
of factors such as item phraseology and content, as well as construct validation of 
hostility, anxiety, and social desirability scales may shed light on the meaning of the 
relationships obtained in this study. 

In addition to the problem of selection of an appropriate measure of hostility, it 
would seem necessary also that researchers take account of possible sex differences in 
scores obtained on hostility indices. Table 3 presents the means and standard de- 


TaBLe 3. MEANS AND STANDARD DEVIATIONS FOR 80 MALE AND 68 FEMALE COLLEGE STUDENTS 


Male Female 
. D. Mean 

Hostility (H) 
Guilt (G) 
Verbal (V) 
Suspicion (8) 
Resentment (R) 
Negativism (N) 
Irritability (I) 
Indirect (Ind) 
Assault (A) 
B-D Total (BDT) 
Aggression (WCA) 
MAS 
SD 


37 
34 
63 


».47 
59 
62 
81 
18 
62 

.66 
34 
99 

a 
24 

6.65 


47 5. 31.31 


_ 


55 
») 


o/ 


LOH WWOR RK be 


O04 


Ne Oe WW RR ll Ow 

90 ¢ Wore ton ee 
Ol te OOS tt eb ho bo 
* p w On e 


Ww 


*Male-female difference significant at 5% level 
**Male-female difference significant at 1% level 
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viations for the thirteen measures used in the present study. In six cases there were 
significant differences between the male and female means. The measures which in- 
clude many items relating to the direct expression of hostility, H, V, and A, each 
show, at the 1% level, higher means for males than females. This is true also of the 
Waterhouse and Child measure of aggression. Females obtained higher means than 
males on the G and MAS scales. One interpretation of these findings is that, in our 
culture, female college students can more freely admit their anxiety but less freely 
admit their hostile reactions. 


SUMMARY AND CONCLUSIONS 

Eighty male and sixiy-eight female college students were administered Sarason’s 
Hostility scale, Waterhouse and Child’s Aggression scale, Buss and Durkee’s Hostility 
Inventory, Bendig’s short-form version of Taylor’s Manifest Anxiety Scale, and 
Edwards’ Social Desirability scale. Intercorrelations of the personality measures 
employed were obtained separately for males and females. 

The intercorrelations indicated significant degrees of relationships among most 
of the hostility indices. However, some of the Buss and Durkee scales were unre- 
lated to each other. This seemed especially prevalent for the female Ss. The results 
indicated that there may be at least two types of tendencies reflected in hostility scale 
items. One can be conceived as the tendency to directly express hostility; another, 
the tendency to experience hostile attitudes and feelings. 

Most of the hostility measures showed only small or non-significant r’s with 
measures of anxiety and social desirability. This seemed especially true of the scales 
containing a relatively large number of items referring to the direct expression of 
hostility. Mean scores on the scales whose iteras emphasize the direct expression of 
hostility were significantly greater for males than females. On the anxiety scale and 
Buss and Durkee’s Guilt scale the females obtained significantly higher means than 
did the males. 

The present results suggest that, while the several hostility indices tend to be 
significantly correlated with each other, the degree of these relationships is not such 
as to permit interchanging one for another. Two important related problem areas 
seem to be reflected in the present results. One concerns the different types of 
hostility items, and the other the relationship of hostility scores to indices of anxiety 
and social desirability. Construct validation of hostility scales will require further 
explication of these areas. 
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CHARACTERISTICS OF THREE MEASURES OF ANXIETY 
IRWIN G. SARASON 


University of Washington 


PROBLEM 

Although most of the research on anxiety scales has involved measures of 
general anxiety, it is possible that less global measures of anxiety would provide 
worthwhile alternatives for specific purposes. The Ss’ anxiety experienced in test- 
taking situations has been suggested as one such specific anxiety measure, and suc- 
cessful attempts®: *) have been made at relating measures of test anxiety to perform- 
ance in experimental situations. 

The present research seeks to clarify the relationship between test anxiety and 
general anxiety. It seems important to establish this relationship since if it is mean- 
ingful to speak of specific anxiety measures, these measures should correlate only 
moderately with general anxiety. In addition to determining the test anxiety- 
general anxiety relationship, using as measures the Test Anxiety Scale (TAS) “?, and 
Bendig’s“? short form version of Taylor’s Manifest Anxiety Scale (MAS), a pur- 
ported measure of separation anxiety, the Lack of Protection Scale (LP) “, was also 
studied. Since this latter scale appeared in content to be less specific to a particular 
class of situations than TAS but also somewhat less general than MAS, it seemed of 
interest to determine its relationship to both. 

Previous research’? has shown MAS to be strongly correlated in a negative 
direction with measures of test-taking attitude such as the Social Desirability (SD) 
and the K scales of the MMPI. However, it has also been shown? that both TAS 
and LP correlate less strongly with SD than does MAS. The present study provided 
the possibility of testing the replicability of this finding. 


METHOD 
The Ss were 152 students enrolled in Introductory Psychology courses at the 
University of Washington. During a regular class session Ss were administered four 
personality scales: Bendig’s“) short form version of Taylor’s Manifest Anxiety 
Scale (MAS); Test Anxiety Scale (TAS) “); Lack of Protection Scale (LP) “); and 
Social Desirability Scale (SD) ®?. 


RESULTS 

To investigate the possible role of sex for 5 variables, the data were analyzed 
separately for males and females. Table 1 presents the intercorrelations of the four 
personality variables for 75 males and 77 females. Table 2 contains the means and 
standard deviations for the four variables for males and females respectively. There 
were no statistically significant differences between male and female means. 

For two of the correlations in Table 1, MAS-SD and LP-SD, there were signi- 
ficant differences (p < .01) between male and female Ss. In each case the negative 


TABLE 1. INTERCORRELATIONS OF MEASURES OF ANXIETY AND SD For 75 MALE (M) AND 
77 FEMALE (F) CoLLece STUDENTS 


TA LP 
M F M 








53 30 65 
34 37 





= .23 significant at 5% level. r = .30 significant at 1% level. 


‘This research was supported in part by grants from the Graduate School Research Fund of the 
University of Washington and the State of Washington Initiative 171 Fund for Research in Biology 
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r’s were greater for females than for males. Although comparison of other male- 
female correlations failed to yield statistically significant differences, in all cases 
the female r’s were larger than the male ones. The only r’s in Table 1 which did not 
reach statistical significance were those involving TA and LP with SD for male Ss. 
For both sexes TAS and LP correlated less strongly with SD than did MAS. 


TABLE 2. MEANS AND STANDARD DEVIATIONS FOR ANXIETY AND Sp ScALes FOR 75 MALe (M) anp 
77 FEMALE (F) CoLLEGE STUDENTS 


TA 
M 


DIscUSSION 

The present findings clearly indicate that the three anxiety scales are positively 
intercorrelated only to a moderate degree, especially for male Ss. These findings, 
together with evidence: ® that in certain situations measures of test anxiety relate 
more meaningfully to performance than do measures of general anxiety, would sug- 
gest that an investigator, who is seeking a measure of anxiety for a particular kind of 
situation, plan carefully the selection of the anxiety scale employed. 

A basis for this caution may also be found in the finding that extremely high 
negative correlations with a measure of social desirability do not characterize all 
anxiety scales for all Ss. Rather it seems clear that the MAS and SD scales are to a 
considerable degree tapping the same variable for female college students, and that 
for both males and females TAS and LP are too much smaller degrees related to SD 
than is MAS. These results support previously reported findings.’ Although it 
had been hypothesized that the correlation of LP with SD would be intermediate 
between r’s of TAS and MAS with SD, the present results show this to be the case 
only for the female Ss. The problems of sex differences on anxiety scales and of the 
interrelationship among such scales would seem to be important ones, particularly in 
connection with current theoretical formulations of anxiety. 


SUMMARY 

Male and female college students were administered three anxiety and one 
social desirability scale. These scales were the Test Anxiety Scale (TAS), Bendig’s 
20 item version of Taylor’s Manifest Anxiety Scale (MAS), the Lack of Protection 
Scale (LP), and Edwards’ Social Desirability Scale (SD). Intercorrelations among 
the scales and the means for each scale were computed. The means for the scales of 
male and female Ss did not differ significantly. For both males and females, TAS 
and LP correlated less negatively with SD than did MAS. In every case, the female 
intercorrelations among the four scales were stronger than were the male intercorrela- 
tions. The results were interpreted as suggesting the need for further study of the 
variables of sex of S and the nature of anxiety scales used in research. 
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A CLINICAL CORRELATIVE STUDY OF THE 
MANIFEST ANXIETY SCALE 


LEO 


SHATIN 


Seton Hall College of Medicine and Dentistry 


PROBLEM AND METHOD 

This reports a correlative study between the 
Taylor Manifest Anxiety Scale and clinical 
ratings of signs and symptoms in non-psychotic 
hospitalized male psychiatric patients. All male 
psychiatric patients admitted to a general hos- 
pital over a 5-month period who met the follow- 
ing criteria were entered into the investigation: 
age under 55, not clinically psychotic, no organic 
brain syndrome, and intelligence high dull 
normal or better. Median age of this group 
N = 40) was 30.5 vears 5 vears, median edu- 
cational level was 11th grade + 1 grade, and the 
majority held unskilled or semi-skilled positions 
with a few from clerical and white-collar occupa- 
tions. Ajthough none were clinically psychotic 
this admission, they carried the following diag- 
noses: personality disorders 24%, psychoneurotic 
and/or depressive reactions 38%, schizophrenic 
reactions in remission 38% 

An observational Clinical Psychiatric Rating 

Scale was devised, amenable to quantification. 
On this rating scale the patient was scored 1 
Absent), 2 (Minimal), 3 (Moderate), 4 (Strong), 
or 5 (Marked), for each of the following: Anxiety 
and/or tension, depre ssion, sleep disturbances, 
somatic complaints, excitability and/or emo- 
tional instability, suspicious-sensitive, hostility, 
overinhibited-rigid, and inability to concentrate 
These part scores were summated to yield an 
over-all Total Pathology Score. The rating was 
made by the patient’s hospital psychiatrist, from 
his knowledge of the patient as gained through 
interview and discussion with ward 
personnel 
- The Manifest Anxiety Scale and the Clinical 
Psychiatric Rating Scale were administered to 
the patient one week to ten davs after admission 
Pearson product-moment correlation coefficients 
were calculated between the Manifest Anxiety 
Seale and the Total Pathology Score of the Clini- 
cal Psychiatric Rating Scale. A separate correla- 
tion coefficient was also calculated between the 
Manifest Anxiety Scale and the “‘anxiety and/or 
tension”’ Clinical Psychiatric 
Rating Scale 


observation 


sub-score of the 


RESULTS 
one correlation coefficient, an r of .451 
between the Manifest Anxiety Scale and the 
Total -athology score of the Clinical Psvchiatric 


Only 


Rating, attained significance at less than the .01 
level of significance. Correlations of .135 and 
.252 between the anxiety-tension sub-score and 
the Manifest Anxiety Scale and Clinical Psychia- 
tric Rating respectively did not reach the .05 
level of significance. 

In other words, the Manifest Anxiety Scale was 
measuring something much broader than clinical 
anxiety per se as indicated by the insignificant 
correlation between Manifest Anxiety Scale and 
anxiety/tension sub-score, Tests 1 and 3. It was 
measuring a broad spectrum of signs and symp- 
toms as they existed in these patients with psy- 
chiatric problems but who were not clinically psy- 
chotic. It was notable that the anxiety/tension 
sub-score for this group was uncorrelated with 
the Total Pathology Score. This paralleled its 
lack of relationship with the Manifest Anxiety 
Scale which itself was related to the Total Path- 
ology Score. 

Since the total possible range of scores on the 
anxiety/tension sub-score (Test 3) was but five 
units (1 to 5), it was possible that the coarseness 
of the categories and the narrowness of the range 
acted adversely upon the correlation coefficient 
to reduce it. Hence a separate analysis was made 
in the form of a Chi Square test of homogenity 
between the anxiety/tension sub-score (Test 3) 
and the Manifest Anxiety Scale (Test 1). This 
Chi Square result was insignificant, again pro- 
viding no reason to reject the null hypothesis 
between these two tests (Chi-Square = .20, p 
<.50). 


CONCLUSIONS 


It may be concluded that a relationship was 


demonstrated between the Manifest Anxiety 
Scale and the broader Total Pathology Score of 
the Clinical Psychiatric Rating Scale. But no 
narrower or more specific relationship was ob- 
tained between the Manifest Anxiety Scale and 
the anxiety/tension score alone. The Manifest 
Anxiety Scale measured clinical signs and symp- 
toms well beyond the manifestations of anxious 
tension only 
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UNTESTABILITY OF SCHIZOPHRENICS UPON ADMISSION 
TO PSYCHIATRIC HOSPITALS! 
LEONARD P. ULLMANN 


Veterans Administration Hospital, Palo Alto, California 


PROBLEM 

Untestability is a variable of great importance because it affects the sampling 
procedures underlying all data based on psychological tests. The present study ex- 
tends the work of Wilensky and Solomon“? who systematically studied untestability 
in a chronic schizophrenic population. This extension is in terms of (a) investigating 
a newly admitted rather than a chronic population, (b) obtaining data about in- 
dividual differences among staff psychologists in percentages of untestable cases for a 
relatively homogeneous population, (c) relating untestability to hospital status 90 
and 180 days after admission, and (d) determining the association between untest- 
ability and 20 descriptive psychiatric rating scales and 20 items of behavior observed 
on the psychiatric ward. 


PROCEDURE 

This study used the sample of the VA’s Psychiatric Evaluation Project. All 
Ss were functionally psychotic men admitted to VA psychiatric hospitals who had 
been in the community at least 90 of the 180 days prior to admission. Ss were under 
60 years of age and suffered from no serious physical illness. Ss meeting these criteria 
were interviewed and tested at twelve VA hospitals. The average number of cases 
obtained at each hospital during the time of the study was 99.2 with a standard de- 
viation of 11.3 cases. The total sample numbered 1190. In contrast to Wilensky and 
Solomon’s®? sample which had a median of ten years of consecutive hospitalization, 
58% of the present sample had had less than one year total psychiatric hospitalization 
prior to admission. The median age of the present sample was 34 years and the 
median education was partial completion of high school, 29% having had only a 
grade school education and 22% having had some college work. 

Upon admission at each hospital, Ss were interviewed by a specially trained 
psychologist who rated the patient on a Symptom Rating Scale (SRS)“’. Upon 
completion of this interview, a two-part true-false inventory was administered. The 
first part of this instrument contained 62 items dealing with symptomatic material 
which had been selected from a pool developed by Dr. H. Birnet Hovey‘*’. In the 
present study, untestability was operationally defined as S not answering 20 or more 
ttems of this 62 item questionnaire at the time of admission. Within the first week after 
admission, a 20 item Behavior Rating Sheet (BRS) was completed by nursing 
assistants on Ss’ wards. The 20 items of the BRS may be found in their entirety in 
Table 1 of this paper. 

The first analysis of the data investigated the association between untestability 
and the twelve psychologists who had interviewed and tested the patients at each 
hospital. After this had been done, the sample was divided into two groups equated 
for percentage of untestable Ss, number and sex of psychologists, and type of 
hospital®? at which the data had been collected. These two groups were used to 
replicate associations between untestability and SRS, BRS, and hospital status data. 
The first of these groups, A, was composed of 597 Ss, 98 of whom had been untestable, 
and the second group, B, was composed of 593 Ss, 101 of whom had been untestable. 

The association between untestability and hospital status 90 and 180 days after 
admission was investigated. Unfavorable status was defined as the patient being in 


‘From the Behavioral Research Laboratory, VA Hospital, Palo Alto, California. This study was 
completed within and makes use of data collected by the VA’s Psychiatric Evaluation Project under 
the direction of Drs. Richard L. Jenkins and Lee Gurel. The author wishes to express his thanks to 
Jack W. Collier for his help in the preparation of the data. 
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any psychiatric hospital or prison on that date while a favorable status was the 
patient residing in the community either on his own or in a sheltered environment 
such as a VA domiciliary or family care program. When determining the association 
between untestability and pathology on the SRS, the cutting points suggested by 
Jenkins, Stauffacher, and Hester“? were used. The association between untest- 
ability and items of ward behavior (BRS) was determined by contrasting a favorable 
rating with either an unfavorable or no rating on each of the 20 items. 


RESULTS 


Individual Differences among Psychologists. Of the 1190 cases, 199 or 16.7% were 
untestable. The range for percentage of untestable patients for the twelve psycholo- 
gists was from 3.8% to 35.2%. The twelve by two table of psychologists by testable- 
untestable yielded a chi-square of 74.31 where, for eleven degrees of freedom, a chi- 
square of 31.26 is significant at the .001 level. 


Untestability and Hospital Status 90 and 180 Days Later. For both groups A and B, 
untestability upon admission was significantly associated with hospital status 90 but 
not 180 days later. For group A, the association between untestability and unfavorable 
hospital status 90 days later yielded a chi-square of 6.67, p = .01, while for group B 
the chi-square was 4.02, p = .05. The associations between untestability and un- 
favorable status 180 days after admission yielded chi-squares of 0.25 and 0.22 for 
groups A and B respectively. 


Descriptive Ratings of Untestable Patients. Two sources of data were available. The 
first, the SRS ratings by psychologists, was contaminated in that the ratings had 
been made in the same situation as the testable-untestable criterion. As such, it was 
possible that the psychologists might not have tried as hard with patients whom 
they considered more severely ill and /or the overt behavior of untestability might 


have influenced their SRS ratings, particularly those of withdrawal, cooperation, 
evasion, and rapport. The SRS data in the present study must therefore be con- 
sidered as limited to a systematic clinical description. The associations between un- 
testability and the 20 SRS ratings for groups A and B are given in parentheses follow- 
ing the scale name. When the testable group was relatively more frequently asso- 
ciated with severe pathology than the untestable group, a minus sign appears before 
the chi-square. On 13 of the 20 scales, untestability was associated with severer 
pathology at the .001 level for both groups A and B. For the remaining scales only 
two of the 14 associations (seven scales by two groups) were statistically significant 
(hostility for group A and apathy for group B). The names of the scales and the chi- 
squares for groups A and B respectively were as follows: withdrawn (106.52, 56.30) ; 
evasive (84.48, 44.90); cooperative (178.54, 52.59); poor rapport (80.86, 34.12) ; dis- 
oriented (59.82, 105.94); disorganized thinking (38.03, 29.43); bizarre posturing 
(30.78, 40.55) ; report of hallucinatory voices (46.34, 22.69) ; suspicious (13.61, 13.03) ; 
manifest depression (—0.24, 0.01); reported depression (0.07, 0.62); apathetic 
(—2.00, 4.02); defective memory (46.59, 30.00); manifest anxiety (0.00, 2.94); re- 
ported anxiety (—3.62, 3.06); physical complaints (—0.50, 0.06); motivational 
deficit (31.52, 36.10) ; lack of post-hospital goals (55.56, 37.68) ; lack of within-hospital 
goals (22.62, 40.48) ; excessive hostility (12.71, 2.28). 

The second source of descriptive data was the 20 BRS items rated by ward 
nursing assistants. This source of data was independent of the situation in which 
the patient had been untestable and therefore has greater meaning for the present 
study. In Table 1 the reader may find the specific BRS items, the scoring for a 
favorable response, and the chi-squares for groups A and B. A minus sign is used in 
Table 1 to indicate instances when the testable group was more frequently associated 
with an unfavorable response than the untestable group. From Table 1, the reader 
may note that twelve of the 20 BRS items differentiate testable from untestable 
patients at the .001 level in both groups A and B. 
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TaBLe 1. AssocraTION BETWEEN ITEMS OF WARD BEHAVIOR AND TESTABILITY FOR Two Grou Ps 
(N = 597 anD N = 593) or PsycuratTric PATIENTS 


Item of Behavior Favorable Group A Group B 
Score x? P 2 j? 


Wet or soil self. No 6.07 
Know about what time it is Yes 3.78 
Ignores what goes on around him. No 25 .54 
Need help in sticking to activities No 57 
Seem to be unhappy. No 5.92 
Read newspapers and magazines Yes 18 
Resist when asked to do things. No 24.8] 
Destroy property. No 
Pick fights with other patients No 
Answer sensibly when talked to Yes 
Swear or use obscene language. No 
Leave his clothes unbuttoned. No 
Give difficulty in holding his attention. No 
Use words that are understandable. Yes 
Stay neat and clean Yes 
Chat with other patients. Yes 
Maintain manneristic postures or 

movements. No 
Yell at aide when he is disgusted. No 
Want to do the right thing on the ward. Yes 
Seem to be a good worker. Yes 


DisCUSSION 


The present data dealing with an admission rather than a chronic population 
differs from previous studies in that significant individual differences were found 
among psychologists in percentages of untestable patients in what was a relatively 
homogeneous population. This finding was unexpected in view of Wilensky and 
Solomon's? finding that experience (staff versus trainee psychologists) was not 
associated with percentage of untestable cases. Aside from the difficulty of the task 
which Wilensky and Solomon demonstrated was an important variable in deter- 
mining percentage of untestable patients (7.e., only 9% were untestable on a tapping 
test where 27% had been untestable on a Rorschach and WAIS battery), the present 
study indicates that individual differences among F's may play a role in percentage of 
untestable Ss. 

A second finding of this study dealt with the association between untestability 
and hospital status 90 and 180 days later. The data of this study tend to confirm and 
extend Zubin, Windle, and Hamwi's“*’ concept that poor prognosis for untestable 
patients should be reserved for those who are untestable due to confusion associated 
with deterioration. In the present sample untestability was significantly associated 
with unfavorable hospital status 90 days later for both groups of Ss used, but it was 
not significantly associated with hospital status 180 days later for either of the 
groups. 

On both the Symptom Rating Scale and the Behavior Rating Sheet, untestabil- 
ity was significantly associated with relatively more severe pathology. This finding 
is confirmatory of the concept that untestable patients are sicker and that a sampling 
bias is introduced whenever psychological test data is the sole criterion in a study. 
Because of the high degree of significance obtained, those scales and items which 
did not differentiate the testable and untestable patients in the two groups are of 
considerable interest. All six of the SRS scales which differentiated testable and un- 
testable patients in neither group at the .01 level deal with relatively ‘‘neurotic’”’ 
traits: anxiety, depression, apathy, and physical complaints. On the other hand, 
relatively ‘‘psychotic’’ symptoms characterized the untestable group: disorientation, 
disorganization of thinking, bizarre posturing, memory defect, suspiciousness and 
presence of auditory hallucinations. A similar approach to the BRS data indicates 
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that four of the eight items not differentiating testable and untestable patients at the 
.001 level in both groups are of an overt, expressed hostility nature: *8, ‘Destroy 
property”; #9, “Pick fights with other patients’; #11, “Swear or use obscene 
language”; and #18, ‘‘Yell at aide when he is disgusted.’ The twelve items which 
do differentiate testable from untestable patients in both groups at the .001 level 
seem to be those which are likely to characterize the withdrawn, confused schizo- 
phrenic. 

The effects of untestability are two-fold. On the one hand, the possibility of 
curvilinear relationships or systematic bias“) reduces severely the range of general- 
ization permissible when psychological tests are the sole criterion in a research. On 
the other hand, it is possible that the failure of many psychological tests to differ- 
entiate groups as expected on theoretical grounds lies not with an incorrect hypothe- 
sis but with a segment of the population vital to the hypothesis being “‘untestable.”’ 


SUMMARY 


1190 psychotic patients were interviewed and administered a true-false question- 
naire upon their admission to one of twelve VA psychiatric hospitals. Of these 
patients 199, or 16.7%, were “‘untestable.’’ Results of further study indicated that 
(a) there were significant individual differences among staff psychologists in per- 
centages of Ss found untestable; (b) untestability was significantly associated with 
unfavorable hospital status 90 days after admission, but was not significantly asso- 
ciated with hospital status 180 days after admission; (c) 13 of 20 scales of psychiatric 
symptoms rated by psychologists and twelve of 20 items of ward behavior rated by 
nursing assistants differentiated testable and untestable patients, untestability being 
associated with more severe mental illness; and, (d) from the content of the various 
scales, it would seem better to describe untestable patients as withdrawn and con- 
fused than as hostile or anxious. 
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SUGGESTIBILITY IN SCHIZOPHRENIA! 
JAMES R. WHITMAN 
A. Hospital, Perry Point, Md. 


PROBLEM 


This study investigates the relationships between two measures of suggestibility 
and those of clinical improvement in a group of newly admitted schizophrenic 
patients who were receiving chemotherapy.’ The rationale for associating clinica] 
improvement in patients receiving chemotherapy with tests of suggestibility arises 
from the association between the placebo reaction and suggestibility made on 
a priori grounds by Tibbetts and Hawkins‘"’, and Trouton‘*’. Experimental evi- 
dence relevant to this association is restricted to one study“? with negative results, 
but the authors pointed out that = number of subjects was small. 

If the placebo reaction can be related to the suggestibility of a patient in a 
treatment situation, it seems reasonable to suppose that even with drugs which are 
therapeutically effective, the suggestibility of a patient would be manifested in a 
form related to the success of the treatment. The response to an inert substance (the 
placebo reaction) then would represent only the extreme case conspicuous because 
the inertness of the agent is clearly rec ognized. Acc ordingly, the prediction is made 
that subjects receiving chemotherapy who score high on tests of suggestibility will 
show greater clinical improvement than will those scoring low on these tests. The 
assumption is made that responsiveness to treatment will be independent of the 
type of drug received. 


METHOD 


Tests. During the week preceding chemotherapy, all subjects were individually 
administered two tests of suggestibility. The tests used were the Body-Sway Test © 
and the Progressive Lines Test’. These two tests measure different (uncorrelated) 
types of suggestibility °’ and were selected since the — bo eae is considered 
to be related to the type measured with the first test by Tibbetts and Hawkins 
and to the type measured with the second test by Trouton ®?, 


The Body-Sway Test was presented to the subject as a test to see ‘“‘how steady he could be’ 
The subject was placed, standing, with heels and toes together, facing the experimenter and asked 
to close his eyes and to remain as steady as he could. The experimenter then repeated the follow- 
ing to him: ‘‘you are falling, falling forward, forward, all of the time forward’’. This passage was 
repeated for 214 minutes. The maximum extent of sway forward accompanying this suggestion 
was measured on an Esterline-Angus Milliameter Recorder connected to a circuit in which the 
flow of current to the recorder increased or decreased according to the distance between the sub- 
ject’s body and a perpendicular rod mounted on a table behind the subject. The recorder was 
set at zero with the subject standing in position at the start of each test. Scores thus obtained 
were converted to a 12 unit scale with the maximum score indicating that the subject lost his 
balance forward. The scores were —_ ted for the amount of forward sway of each subject oc- 
curring at the start of the test, when the subject stood in position for 15 seconds and the experi- 
menter was silent 


The Binet Progre esive Tines Te 7 was presented to the subject as one ‘involving vision”’ 
This test consisted of 17 lines of equal width (2mm) presented to the subject one at a time against 
the same base and background and in a sequence in which the first seven _— varied in length 

each longer than the preceding one, and the last ten lines remained the same length as that of the 
seventh. The subject was asked to state whether the line presented was equal to, longer, or shorter 
than the one he had just seen. The number of times the subject called one of the last ten lines 
longer than the preceding one constituted his score on this test. 


'1This study was carried out in conjunction with the V. A. Cooperative Studies of Chemotherapy 
in Psychiatry: Project No. 3, 1958. It is submitted with the approval of the Chief Medical Director, 
Veterans Administration, Washington, D. C. The opinions expressed here are those of the author and 
not of the Veterans Administration. 

*The subjects constituted one group of several included in a nation wide “double-blind” study 
of the effects of six drugs: Compazine, Pacatal, Thorazine, Trilafon, Vesprin, and phenobarbital 
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Behavior Ratings. Also during the week preceding chemotherapy, all subjects 
were individually rated by the clinical staff and ward personnel on the basis of be- 
havior on the ward and information obtained during an interview. After the 4th and 
again after the 12th week of chemotherapy, each patient was again rated on the same 
scale. The experimenter did not participate in the behavior ratings which were made 
available after the completion of the project. 

The Lorr Multidimensional Scale for Rating Psychiatric Patients, Hospital Form‘) was 
ised for rating individual patients. Each rating consists of two parts. The first part, which is 
based upon an interview, was completed by the ward psychiatrist and the clinical psychologist, 
both of whom interviewed the patient at the same time and agreed on the rating of each item. 
The second part was completed by at least two members of the ward personnel, who had the op- 
portunity to observe the patient in the ward setting The ratings in this part also represented the 
consensus of the raters on each item 

The rating scale provided a Morbidity score on each patient each time it was completed, and 
the differences between these Morbidity scores was used as a measure of improvement or deterior- 
ition in a patient’s psychiatric status. Since for most patients the Morbidity scores decreased 
after the 4th and the 12th week of chemotherapy, the differences were called ‘“Tmprovement”’ 
scores. The scores for an individual patient obtained from these behavior ratings were therefore: 
one original Morbidity (pre-drug) score, and two Improvement scores 


Subjects. The subjects were 30 newly admitted male patients in a Veterans 
\dministration Hospital, under 50 years of age, with a primary diagnosis of schizo- 
phrenic reaction and without a history of C. N.S. disease or seizures. Those ad- 
mitted primarily for treatment of a concomitant alcoholic symptom complex or be- 
cause of social factors were excluded as were also patients who had had a lobotomy or 
had been psychotic as a result of infectious or toxic factors. Patients with an active 
illness which might be aggravated by the drugs were also excluded. The median age 
of the subjects was 33.5 years. Each of the six drugs used for chemotherapy was ad- 
ministered to five subjects selected at random. Prior to the end of the 4th week after 
the study began, one subject was discharged and prior to the 12th week, eight add- 
itional subjects were dropped from the study because of adverse side effects, dis- 
charge from the hospital, or other reasons. 


RESULTS 

The prediction which was made concerns the association or lack of this between 
the scores on the tests of suggestibility and the Improvement scores computed on the 
basis of the ratings (Morbidity scores) obtained when the subjects entered the 
hospital, after the 4th week, and again after the 12th week of chemotherapy. Both 
of the suggestibility tests yielded bimodal distributions of scores. The median score 
for the Body-Sway Test was 4.5 on a scale of 12 and for the Progressive Lines Test, 
3.3 on a scale of 10. The pre-drug Morbidity scores and the Improvement scores ap- 
proximated normal distributions. Accordingly the measure of association used in the 
analysis of the data was obtained by dichotomizing the scores on all measures at the 
median. 


TABLE 1. RELATIONSHIP BETWEEN SUGGESTIBILITY TEST SCORES AND MEASURES 
3ASED Upon CLINICAL SYMPTOMS 


Chi Square Values (df = 1) 


Measure : Body-Swayt Progressive Lines 


Pre-Drug Morbidit, d 10 .848** 102 
Improvement Scores 

4th week 4 7 mm .049 
Improvement Scores 

12th week 21 4.411* .010 
+ Direction of significant correlations is: high scores with high scores. 
*Significant at or beyond the .05 level of confidence. 
**Significant at or beyond the .01 level of confidence. 
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The scores on the two tests of suggestibility were not correlated. The scores on 
the Body-Sway test, however, were correlated with the pre-drug Morbidity scores 
reflecting the severity of the symptoms present when the patient was admitted to 
the hospital (Table 1). This result was not predicted and the implications of this 
The associations between the scores from the two 


finding will be discussed later. 
Scores from the Body-Sway test 


tests and Improvement scores are shown in Table 1. 
were correlated with Improvement scores obtained after both the 4th and the 12th 
week. Scores from the Progressive Lines test were not. 

The assumption was made that the responsiveness to chemotherapy of sub- 
jects who score high on tests of suggestibility will be independent of the type of drug 
received. Of the six different drugs administered to the 30 subjects, four have been 
found? to be therapeutically of equal effectiveness. It was therefore possible to 
examine the relationships between the several scores without making this assumption 
by using the data from the 20 subjects in the group who had received the four drugs 
rated as being equal in effectiveness. An analysis of these data showed that scores 
from the Body-Sway Test were positively correlated with Improvement scores 
(P < .05) after both the 4th and the 12th week® of chemotherapy. Scores from the 
Progressive Lines Test were not. The relationships obtained, therefore, are the same 
as those shown for the entire group. The above assumption, accordingly, is not con- 
sidered to be one which restricts the conclusions made on the basis of the results 


from the entire group. 


SUMMARY 


This study evaluated the usefulness of two suggestibility tests in predicting 
clinical improvement in a group of 30 subjects receiving chemotherapy. The scores 
from one, the Progressive Lines test, were not correlated with this variable 
from the Body-Sway test were correlated positively with both the measures of clin- 


Scores 


ical improvement and those reflecting the severity of symptoms upon admission. 
Since the latter ratings were the basis for measuring improvement, the predictive 
value of the Body-Sway test independent of this factor could not be evaluated. 
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*Exact probabilities computed, (N 16) 





ON HEILIZER’S TREATMENT OF CHANGE SCORES! 
RICHARD B. MC HUGH 


University of Minnesota 


Heilizer°’ has given algebraic developments of four correlational relationships, 
two of which are intended to be simplifications of earlier results given by Church- 
ill. In the present note, the main source of error in Heilizer’s derivations will be 
succintly summarized and the four proper results noted.” 


THE CORRELATIONS BETWEEN INITIAL SCORES AND DIFFERENCE SCORES 


It will be convenient to divide this first case into two phases and discuss each 
separately. 

(a) Raw Score Form of the Correlation between Initial Scores and Difference 
Scores. The correlation between initial score and the difference between final score 
and initial score is desired. This has been correctly deduced by Churchill and is 
equation [laj in @. 

(b) Standard Score Form of the Correlation between Initial Scores and Differ- 
ence Scores. With respect to a particular population of raw scores, the Standard 
Score for any individual is by definition“: »- **) one obtained by subtracting from 
the person’s raw score the mean of all the raw scores and then dividing the result by 
the standard deviation of all the raw scores. It is Heilizer’s contention that the use 
of Standard Scores obviates a part of the labor required to arrive at equation [la] ©. 
He states that Standard Scores are appropriate, rather than Raw Scores, when “‘a 
correlation is utilized solely to test an hypothesis of co-relation’”’ and ‘‘not intention- 
ally utilized to test an hypothesis of group differences on such parameters as means 


or variances” ®: P. 447 
In fact, however, it can be shown algebraically that the valid use of Standard 
Scores leads to exactly the same result as the Raw Score correlation result, [la] in 
In this connection, a comment made by Tukey is relevant: the correlation co- 
efficient ‘‘is independent of changes in scale of the two variables concerned’’ “: P. ®), 
In brief, whether one uses Raw Scores or Standard Scores, the correlation coefficient 
is Invariant. 

The method of derivation used by Heilizer is based on a fallacious use of 
Standard Scores. The major flaw, probably stemming from the use of imprecise 
notation, lies in a failure to observe the following proposition which can be demon- 
strated mathematically: the Standard Score form of the difference between final 
and initial scores is not equal to the difference between the Standard Score form of 
the final score and the Standard Score form of the initial score. His formula [2b] is 
therefore in error as is his conclusion ‘‘when a correlational hypothesis is tested be- 
tween initial scores and difference scores, the correlation cannot be positive; it must 
be either zero or negative’: P- #48), 


THE CORRELATION BETWEEN INITIAL SCORES AND RATIO CHANGE SCORES 


By a ratio change score is meant the score obtained by dividing the difference 
score by the initial score. The correlation between initial score and ratio change 
score is now desired. It can be shown that formula [1b] in °?, due originally to 
Churchill, is valid. The derivation given by Heilizer leading to formula [3b] ®? is 
incorrect. Again perhaps the major source of invalidity lies in the fallacious use of 
Standard Scores, alluded to above. 


‘This study was carried out in connection with work done at the Research Section of Hastings 
State Hospital, Hastings, Minnesota. 


*Details of the valid derivations will be furnished upon request. 
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THE CORRELATION BETWEEN Two SEts oF DIFFERENCE ScoRES WHICH CONTAIN 
A VARIABLE IN COMMON 


The remaining two problems posed by Heilizer are not considered by Churchill. 

Consider three variables X, Y, Z. Let D = Y — X = the difference score 
between Y and X. Let E = Z — Y = the Stee score between Z and Y. Thus, 
for the reference population, the resulting two sets of difference scores D and E 
contain the variable Y in common. The correlation rpz is desired. Using the 
symbols r for correlation and o for standard deviation, it may be deduced that 


° 
Tye eid a or = Txz ox id + Txy Cx Cy 


lps = = —— eeeeres ag near cee — (1] 


V Fo al rate de a Vor + of = Cham 


By contrast, mainly by reason of the Standard Score misunderstanding previously 
referred to, equation [4b] ©? is fallacious. Hence the remaining remarks in the last 
paragraph of p. 448 in °) do not follow. 


THE CORRELATION BETWEEN DIFFERENCE SCORES AND A CONTROL VARIABLE 
OTHER THAN THE INITIAL SCORE VARIABLE 
In addition to D = Y — X, consider a control variable C (not equal to the 
initial score variable X.). The correlation between C and D is desired. Mathematical 
derivation yields 
Icy Ty — Tex Ox 
lo = [2] 


op 





which is not in accord with the incorrect result stated as equation [5b] in °’. Once 
again the major error consists in assuming that the Standard Score of a difference is 
the difference of the Standard Scores. 
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ACCEPTANCE OF THE WHITE CANE AND HOPE FOR THE 
RESTORATION OF SIGHT IN BLIND PERSONS AS AN INDICATOR 
OF ADJUSTMENT 


LEE THUME AND ODDIST D. MURPHREE 


Arkansas Rehabilitation Service VA Hospital, North Little Rock, Arkansas 
Services for the Blind 


PROBLEM 


Many persons engaged in providing rehabilitation services to blind people be- 
lieve that acceptance of blindness as a relatively permanent reality is necessary for 
any progress toward independence. Cholden“? has described the task facing an 
adult who loses his sight as a total internal reorganization, though very little has 
been done to determine relationships between a person’s accepiance of specific tools 
or techniques following blindness and his acceptance of blindness itself. This study 
relates the three variables (a) acceptance of the white cane, (b) hope for eventual 
restoration of sight, and (c) personality and vocational adjustment as indicators of 
adjustment. Thume? described the white cane, braille and other stereotyped ob- 
jects or skills as symbols representing blindness which are inclined to be emotional- 
ly weighted and to evoke intense reactions on the part of the blind person. Some 
work also has been done by the Veterans Administration ®?. 


METHOD 
The following questions were asked of 77 blind Ss. Thirty-four were totally 
blind, 43 were partially so, and 25 per cent were over 65 years of age. Eighteen were 
employed full time while 34 were in vocational training. There were 38 men and 39 
women. 


1. How many visits have you made to an ophthalmologist during the past 
three years? 


2. How many books have you read during the past three years? (Extraneous) 


3. Do you carry a cane when you travel alone? 
t 


Select the item which best describes you: 

A. I fully expect to get my sight back. 

B. I still have hope of getting my sight back. 

C. Ido not expect to get my sight back. 

D. Ihave no hope of getting my sight back. 
5. Can you read ordinary print without magnification? Can you always see 
traffic lights? (A visual screening item) 


All responses were secured individually with full consent of the subject and 
were coded for computations. 


LESULTS 

Seventy-four per cent of those no longer hoping for visual restoration do use a 
cane and do travel alone. Conversely, of the 38 expecting a return of sight only 8 
or 21 per cent used a cane. A chi-square statistical processing suitable for frequency 
data of this type yields a value of 18.66 per cent (P less than .001) corrected for con- 
tinuity, with 3 degrees of freedom for 4 categories of hope and 2 categories of cane 
usage. This is just the opposite of the findings in the Veterans Administration study. 
Considering employment, 24 or 80 per cent of the 30 vocationally unadjusted persons 
fell in the do-not-use-cane or no-hope-for-vision category. 
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We believe the detrimental effect of hope for return of sight with its accompany- 
ing nonuse of cane and poor vocational adjustment is the most significant finding in 
this study, and represents a degree of accuracy of prediction with much relevance for 
this particular attitude on rehabilitation potential. It should be remembered that 
the cane was selected only as one representative symbol and tool, and that it could 
be inferred that nonacceptance of it would probably be accompanied by non- 
acceptance of other phases of rehabilitation. Independent travel is one of the most 
basic prerequisites to any degree of rehabilitation of blind people, and the —. of 
it could hardly keep from precluding the development of independence in other s 
as well. By the same reasoning, an individual who is still hoping for the return of 
sight is shown here to be far less likely to see the need for making the necessary 
personality reorganization which becomes mandatory to the person who does not 
expect improvement. 

In the employed group, there is almost as high a correlation between the accept- 
ance of a cane and the absence of hope, which adds further validity to the relatedness 
of these two variables. It is evident that an individual’s acceptance of a cane as a 
symbol of independence and the need for the reorganization of the personality to 
include blindness as a relatively permanent reality, are related not only to each 
other but also to his achievement. These facts embody sufficient evidence to warrant 
further research to develop this material more fully from which to devise evaluative 
tools for estimating the level of adjustment of blind persons 


SUMMARY 
A questionnaire study of 34 total and 43 partially blind persons showed that the 
acceptance of the white cane and loss of hope for return of sight are highly favorable 
indicators for adjustment to blindness personalitywise and vocationally. 


REFERENCES 


1. CHOoLpEN, Louts 8S. A Psychiatrist Works with Blindness. New York: American | 
the Blind, Inc., 1958 
2. THuume, L. Symbols of Blindness. The New Outlook for the Blind, 51, 1957, 245-247 
3. War Blinded Veterans in a Post-War Setting. Washington, 1D. C.: Veterans Administration, 
U.S. Government Printing Office, 1958 





TESTING 


IN JUVENILE COURTS: A SURVEY 


RAY NAAR 


Juvenile and Domestic Relations Court 
Richmond, Virginia 


PROBLEM 


It is recognized today that subjects react not 
only to the testing device per se but to many other 
factors, environmental as well as inner-deter- 
mined, conscious as well as unconscious. Such 
factors acquire a unique aspect in juvenile courts 
as well as in other authoritarian, non-psychiatric 
settings. The client is considered ill neither by 
himself nor by members of his immediate en- 
vironment. The psychological examination is, in 
a way, forced upon him and the psychologist, 
hard as it is to admit, is part of the team which 
interfered with his activities and deliberates on 
the most efficient ways to render his life miser- 
able. A survey was conducted to determine: (a) 
Whether and to what extent court psychologists 
consider the legal involvement a hindrance in 
their work. (b) The manner in which they handle 
such hindrance. (c) Which projective devices are 
believed less biased by the individual’s attitudes 
towards the testing procedure. 


METHOD 


A questionnaire was mailed to the Chief Pro- 
bation Officer of juvenile courts in 126 cities in 
the United States with a request to forward it to 
either the court psychologist or cooperating 
psychiatric clinic. A directory of juvenile court 
judges“) was used to determine the courts to 
which the inquiry would be directed. Question- 
naires were mailed to two major cities in each 
state with the exception of large states such as 
California, New York and Texas, where as many 
a8 SiX or seven questionnaires were sent. 


RESULTS 

Fifty-five responses were received. The final 
returns, however, were reduced to 32. Sixty-nine 
— of the participants acknowledged the 
act that test results were influenced by the psy- 
chologist’s office being part of the court machin- 
ery. None, however, believed that such influence 
could render the results unreliable. 

Specific steps were taken by 70% of the 
participants in order to alleviate their patients’ 
suspicions and fear of the court. Such steps con- 
sisted mostly of reassuring statements and the 
adoption of a genuinely interested, friendly atti- 
tude towards the delinquent. Only three (10% of 
the total) of the nine participants taking no 
specific steps to reduce their patients’ suspicions 
and fears, unequivocally stated that such atti- 


tudes in themselves helped gain insight into their 
patients’ personality. 

Nineteen (64%) of the participants indicated 
that, while using general terms, they nevertheless 
informed their patients of the nature of the ex- 
amination. A similar percentage stated that, if 
specifically questioned, they did not hide the fact 
that the psychological examination would have 
some bearing on the court’s decision. 

The Rorschach led as the most popular pro- 
jective device (62%), closely followed by pro- 
jective drawings (53%). The Bender Gestalt and 
the TAT were selected by only 19% of the par- 
ticipants. 

Incidental findings were the very limited num- 
ber of returns and the fact that only 16 of the 55 
juvenile courts which responded had full time 
psychologists on their staff. Perhaps this can be 
construed as an invitation to psychology to move 
on, more aggressively, in an area where its skills 
and knowledge may help relieve sufferings and 
promote human happiness. 


SUMMARY 

A survey was undertaken to determine whether 
and to what extent court psychologists consider 
the legal involvement a contaminating factor in 
their work, what measures were taken to account 
for or take advantage of such interference, and 
which projective tests were believed less affected 
by the situational influence upon the subject. 

A questionnaire sent to 126 juvenile courts 
yielded 55 returns. Thirty-two were used in com- 
piling the results. Analysis of the results indicat- 
ed that, while the majority of the participants 
acknowledged the disturbing influence of the 
situation, such disturbance was not considered 
too serious. Most participants attempted to 
lessen or eliminate such disturbing factors. Only 
three of them considered the influence of such 
factors a source of additional information. 

The Rorschach test and projective drawings 
were believed to be the devices less affected by 
the subject’s interpretation of the situation. An 
incidental finding was the limited number of 
psychologists on the staff of juvenile courts. It 
was suggested that psychology make an effort to 
move on in this area where its skills and knowl- 
edge are badly needed. 
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THE PRIVILEGED NATURE OF PSYCHOLOGICAL RECORDS 


A recent decision of the New York State Department of Education has ruled 
that parents or guardians as a matter of regulation are entitled to see their child’s 
progress reports, grades, IQ scores, achievement test results, medical, psychological 
and psychiatric reports, and “evaluations by educators’. Subsequent newspaper 
reports indicate that school departments in the State of New York are planning to 
follow this ruling although it is reported that the New York State Psychological 
Association has volunteered to act as a ‘friend of the court” in a Supreme Court case. 

In our opinion, such developments should be viewed with grave alarm by the 
American Psychological Association, the American Psychiatric Association and all 
practicing psychologists and psychiatrists. Psychological and psychiatric studies are 
different from other information which can be discovered about a person because of 
the fact that they typically involve the penetration of the deepest and most private 
attributes and contents of mental life. Invasion of the rights of privacy is a very 
serious matter. Some psychologists hesitate to use projective methods without 
specifically advising the client concerning the depth nature of the studies to be under- 
taken because of their ethical awareness of the dangers of probing into the innermost 
privacies of another person’s life without his explicit permission. The types of in- 
formation uncovered in psychiatric or psychological studies are so personal and 
private that their use should be rigorously limited to the most competent profession- 
als who are authorized to know such facts. Unless psychological or psychiatric in- 
formation is limited to professionals and utilized in the most competent manner, 
grave damage can result. 

These issues raise the question as to what should be considered legally ‘‘privi- 
leged’’, i.e., preventing professionals from divulging information about a client to a 
third party. As we understand it, the Department of Education views the child not 
as a client but as an extension (or ward) of the parent so that the parent (or parent 
and child) is in effect the client. Hence, it may be argued that it is the parent who 
could be considered ‘‘privileged’’. In our opinion, this theoretical distinction does 
-not relate to the real crux of the matter which is to protect the private and confident- 
ial nature of communications and findings concerning any client whether of age or a 
niinor. It is necessary to protect the ‘‘healing atmosphere’ (which in psychology and 
psychiatry deals with the most intimate and private matters) at all costs. Such 
private and confidentia] information should be protected and communicated only 
to other professionals who are commited ethically to use it properly. Just because a 
person happens biologically to be a parent is no guarantee that he will use confidential 
information wisely and, in fact, great damage might be done by the indiscriminate 
dissemination of information to the small group of parents who are so unhealthy 
themselves as to be traumatic influences in the situation. It is our policy not to tell 
a parent about private information gained from a child or minor without gaining 
permission from the client concerning exactly how it is to be used. 

We believe that the New York State Department of Education was misinformed 
when making such a decision which should be withdrawn immediately even if it is 
necessary to revise such legal statutes as now make such action possible. We can 
foresee great dangers and much damage to innocent children if properly restricted 
psychological information is to be made available to persons not competent to 
interpret or use it properly. Psychology and psychiatry cannot be practiced properly 
except in a privileged and healing atmosphere which is the one place in life where the 
most innermost and private things of life can be revealed and dealt with without 
fear that they will be used against the person. An intolerable setback to psycho- 
logical science would develop if the privileged healing atmosphere of privacy were to 
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be interfered with in any way. This issue has been fought out in medical science 
where the physician-patient relationship is legally protected and safeguarded. 

The motivation of parents who wish to discover such privileged and private in- 
formation must be scrutinized carefully. In our experience, it is the neurotic fringe 
of overanxious and unstable parents who are overly and unhealthily concerned with 
such matters, and the very ones from which such information should be withheld. If 
any parent has legitimate concern over his child’s development, he should refer the 
case to a psychiatrist or psychologist directly, under controlled conditions where the 
best interests of all can be protected. Certainly, the fitness of any parent to receive 
such information should be carefully evaluated. 

The effects of such decisions on the practice of psychiatry and psychology are 
also serious matters for concern. It can be predicted that one of the inevitable effects 
of such a decision is that psychiatrists and psychologists will desist from committing 
any opinions to writing whenever there is any suspicion that they might be wrongly 
used. Such reports will become noncommital, watered-down, and largely inconsequ- 
ential formalities which will be of help to no one. Clinicians will become appre- 
hensive to make any statement which anyone could interpret in the wrong way. 
Objectivity will be lost if important data are not cited in favor of meaningless 
‘impressions’ which no one could take offense at. Where a child is in conflict with 
parents or authorities, any productive relationship with a psychologist or psychia- 
trist will be impossible if the child knows that the parents may be told what has 
transpired. Psychology and psychiatry must be mature enough to defend their pro- 
fessional rights and standards, and should not practice under less than ideal condi- 
tions. 


e. Sa ms 


SCIENTIFIC PSYCHOLOGY AND NAIVE PSYCHOLOGY 

Dr. Johan Kremers recently has reported an interesting investigation* of the 
influence of the study of psychology on students’ practical knowledge of man. Oper- 
ationally defining ‘‘practical knowledge of man”’ as the ability to make correct pre- 
dictions of concrete human behaviors in specific situations, and ‘‘the study of 
psychology”’ as academic studies of psychology at the University of Nijmegen 
extending over at least five years, Kremers compared judgments made by junior and 
senior students in psychology and control groups of students in the humanities and 
other sciences, drawing the following conclusions: (a) Students majoring in psy- 
chology do not possess a greater practical knowledge of man than students majoring 
in other fields; i.e., practical knowledge of man is not necessarily a co-determining 
factor in the decision to study psychology. (b) Neither the theoretical nor practical 
knowledge gained in the study of scientific psychology appears to augment the 
practical knowledge of man to a greater extent than other academic studies. (c) 
There is little evidence that any academic study augments practical knowledge of 
man. These findings are in accord with accumulating evidence in the literature that 
naive observers are able to make many types of psychological judgments with as 
high reliability and validity as professional clinical psychologists. 

If these results are confirmed in replication studies with students and, even 
more importantly, with professional clinicians of various levels of training and exper- 
ience, our profession is confronted with a challenge which cannot be ignored. ‘‘Practi- 
eal knowledge of Man”’ (the ability to understand and predict concrete behaviors) 
has extremely important social and professional implications in all applied fields 
where clinicians are making countless decisions which have personal and social 
significance in terms of their outcomes 


*KREMERS, JOHAN. Scientific Psychology and Naive Psychology. Groningen, Holland: P. Noord- 
hoff, 1960. Pp. 132. $2.50 
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If it appears, as these and other results indicate, that modern scientific psy- 
chology is essentially a methodological (experimental-statistical) development which 
has little relation to ‘‘practical knowledge of man’’, then there is clear indication for 
separating basic science methodology and clinical psychology which may involve 
entirely different abilities and psychological processes We shall need to reevaluate 
more critically the hypothesis that mastery of basic science methodology is an 
essential prerequisite for a valid “practical knowledge of man’’, and to protect the 
student who has high intuitive ‘practical knowledge of man’”’ from being screened 
out from consideration for higher professional training simply because he is unable 
to master the complexities of experimental-statistical methods in completing the 
requirements of higher academic degrees. 

The hypothesis that higher education in scientific psychology is an essential] 
prerequisite for greater “prac tical knowledge of man’’ too long has been taken for 
granted on the basis of face validity and the entrenched power of the experimental- 
statistical segment of academic and professional psychology Where an academic 
group can exert enough power in university politics to ‘‘demand”’ that certain courses 
be included as prerequisites for preprofessional study, there is immediately created 
an entrenched power within the university which may take generations to whittle 
down to their proper size. The rise of social science in the universities long has been 
inhibited by the unwillingness of entrenched physical sciences to relinquish part of 
their budgets and student allotments. In many of the smaller schools, such recent 
developments as anthropology, sociology and psychology have been handicapped In 
their attempts to expand by nonrecognition of older entrenched departments. More 
importantly, from our viewpoint, has been the conflict in premedical education be- 
tween the older sciences of physics, chemistry and zoology to retain their preferred 
Status as opposed to the claims of the rising sciences of sociology and psychology. 
Does the premedical or predental student actually require the intensity of training 
in physics and chemistry as he is required to take? Does the student of clinical 
psychology actually need to demonstrate experimental-statistical proficiency as a 


prerequisite to ‘‘practical knowledge of man’? We doubt it 
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SaRBIN, T. R., Tart, R. and Bartey, D. E. Clonical Inference and Cognitive Theory. New York: Holt, 

Rinehart and Winston, 1960 Pp 293 

One of the signs of the times in academic psychology is an increasing preoccupation with theoreti- 
cal models and theory construction. In order to create a theoretical model, it is necessarv to select a 
terminology (set of semantic abstractions) with which to communicate the nature of the model 
Usually this involves coining a new vocabulary on the grounds that older terms are too loose or am- 
biguous in their meanings and it is necessary to invent new terms which can be mors precisely defined. 
Model and theory construction thus provide a fertile field for the verbal-minded academic dialectician 
whose principal tool-in-trade is his ability to handle semantic abstractions 

But one of the most significant trends in modern clinical science is the movement away from deal- 
ing with concepts in terms of higher level semantic abstractions in favor of low level operational defi- 
nitions which are as close to the actual raw data as any symbolizations can be. This book appears to 
the present reviewer to be something of an anachronism in the sense that it consists of a diale etic flight 
into higher level semantic abstractions at a time when such an approach is definitely passe. The in- 
clusion of the words ‘‘clinical inference’’ in the title would suggest that the book had something to do 
with clinical judgment. But a search of the index fails to discover references to manv of the recent 
experimental-statistical investigations of clinical judgment such as the works of W. A. Hunt. Instead 
we are given higher level metaphysically-oriented logical abstractions which are many semantic 
levels removed from the actual operations of clinical practice 

This reviewer has been reading books in the field now for over 30 years, and becomes slightly 
impatient when he comes across a new book utilizing such novel vocabularies and high level semantic 
abstractions that it requires an excessive number of hours of study to comprehend the author’s dia- 
lectic peculiarities. The ability to read this book easily and without an inordinate amount of studv 
might well be used as a test to discriminate between dialectic academic theorists and operational 
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clinicians. What is the justification for constructing a new dialectic (metaphysic) system around the 
concept of the module? We pity the plight of generations of students of clinical psychology who will 
doubtless be required by their academic mentors to parrot back something which in our opinion is not 
essential to clinical psychology. We can refer this book only to academicians whose interest is primar- 
ily with semantic abstractions until such time as someone translates into basic English and operational 
terms whatever new and valid concepts may be buried now in a morass of semantic obfuscation. 

F.C. 
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“The new and different in tests. . 


Could you use objectively obtained 
estimates of strengths and interrela- 
tionships of the id, ego, and superego 
in your diagnostic work? In your re- 
search on personality? Are you just 
plain curious about how these basic 
concepts of psychoanalytic theory 
might be quantified? 


The 


TEST 


utilizes four independent subtests to 
measure important aspects of id, ego, 
and superego functioning. Materials 
are easy to handle. Tasks are disarm- 
ing and are intrinsically interesting to 
almost anyone. Evaluation takes as 
much time, thought, and sophistica- 
tion as for any other test giving im- 
portant basic information about the 
personality. 


Obtain information and/or order 
(complete set $28.50) from 


PSYCHOLOGICAL TEST 
SPECIALISTS 
Box 144I 
Missoula, Montana 
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pp., 5i.. (Amer. Lec. Psychology), $5.75 
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LUTION AND SEX: A Study of the Mech- 
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| J. B. Rhine and J. G. Pratt—PARAPSY- 


CHOLOGY: Frontier Science of the Mind. 
Pub. ’57, 232 pp., 10 il., $4.75 
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Why 
DEVEREUX SCHOOLS 
For Retarded Children? 


Fifty per cent of the facilities of Devereux 
Schools are specifically designed for children 
with learning problems. Each child’s program 
provides him with several unique benefits: 


> It is designed specifically for the individ- 
val child. 


. It is based on full medical, psychiatric, 
psychological and educational studies. 


> It is supervised by a multi-disciplinary 
professional team. 


> The total environment is therapeutically 
structured for optimal emotional as 
well as academic growth. 


Professional inquiries are invited. East Coast residents, 
address Charles J. Fowler, Director of Admissions, Devereux 
Schools, Devon, Pennsylvania. West Coast residents, address 
Keith A. Seaton, Registrar, Devereux Schools, Box 1079, 
Santa Barbara, California. Southwestern residents, address 
John M. Barclay, Director of Development, Devereux Schools, 
Box 336, Victoria, Texas. 
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